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Clinical pathological conference 


a Irving Meyer, 
D.D.S 


* D.M.D., D.Sc., Springfield, Mass.; Joseph L. Bernier,t 
, MS., Washington, D.C.; William Harrigan,t D.D.S., M.D., 


Rockville Center, N. Y.; Daniel Holland,§ D.M.D., Brookline, Mass., and 
Max Jacobs,|| D.M.D., M.D., Boston 


A clinical pathological conference was 
a at the thirty-ninth annual meeting 
of the American Society of Oral Surgeons, 
Miami Beach, Fla., October 31, 1957. 
The moderator for the conference, who 
presented the case histories, was Irving 
Meyer. The clinicians who discussed them 
were William Harrigan, Daniel Holland 
and Max Jacobs. Joseph L. Bernier sum- 
marized the observations of the clinicians 
in all three cases. 


@ Case | 


A 50 year old married white man 
reported to the clinician December 1953 
with a complaint of a swelling of the left 
preauricular region. This swelling had 
been present for several months and had 
been increasing steadily in size. Because 
of the unsightly appearance of the mass 
and slight pain experienced on opening 
and closing the mouth, the patient had 
sought advice. 


EXAMINATION—I|he mass measured 
5 cm. by 4 cm. on its outer surface. The 
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skin overlying it was freely movable, but 
the mass itself was firmly adherent to both 
the underlying and the surrounding tissue. 

On palpation the mass was found to 
be quite hard, and several nodules could 
be felt on its surface. On firm palpation 
in the center of the over-all swelling, there 
appeared to be some softness. The patient 
was able to whistle, raise his eyebrows and 
wrinkle his forehead. 


LABORATORY FINDINGS—Posteroante- 
rior roentgenograms of the chest were 
taken on December 30, 1953, by Haig 
Bozigian, M.D., radiologist, Westfield 
State Sanitorium. They showed a normal 
appearance of diaphragm, visible ribs and 


*Oral surgeon, cancer division, Westfield State Sanatorium, 
Westfield, Mass.; departments of oral surgery and oral pathol- 
ogy, Tufts University School of Dental Medicine, ston ; 
assistant pathologist in oral pathology, Springfield Hospital, 
Springfield, Mass. 

{Colonel, Dental Corps, U.S. Army; chief, oral pathology 
branch, Armed Forces Institute of Pathology; professor of oral 
pathology, Georgetown University School of Dentistry. 

tProfessor of oral surgery, New York University School of 
Dentistry; director of oral surgery, Bellevue Medical Center; 
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$Board of directors, American Board of Oral Surgery; board 
of directors, American Cancer Society (Massachusetts division) . 

||Professor of oral diagnosis, Tufts University School of 
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joston. 
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upper mediastrium; prominence of the left 
ventricular contour, and minimal promi- 
nence of bronchovascular pattern. There 
was no evidence of osseous or pulmonary 
metastatic processes. 

The blood studies of January 6, 1954, 
showed hemoglobin, 14.9 Gm.; red blood 
cells, 4,370,000; white blood cells, 6,400 
(polymorphonuclear leukocytes, 50; lym- 
phocytes, 41; monocytes, 5; eosinophils, 
1). 

Urinalysis, made January 6, was re- 
ported as follows: color, amber; specific 
gravity, 1.022; reaction, acid; albumin, 
2+. 

The Hinton test, January 7, was neg- 
ative. The test for nonprotein nitrogen 
indicated 31 mg. per cent. 


TREATMENT AND coursE—The pa- 
tient was brought to surgery and the mass 
was excised. A frozen section was taken 
during the procedure. The facial nerve 
was preserved and the patient has had a 
good postoperative course. As of August 
28, 1957, he had had no recurrence. 


piscussion (William Harrigan)—A 
diagnosis is based on an adequate history 
and pertinent physical and _ laboratory 
data. One of the most important sources 
of laboratory data is the biopsy, which 
should be performed on all excised tissues. 

While taking a history and doing a 
physical examination, certain etiologic fac- 
tors of disease should be kept in mind in 
order to arrive at logical conclusions. 
These factors are: (1) embryological; (2) 
traumatic; (3) inflammatory (whether 
acute, chronic, specific or nonspecific); 
(4) neoplastic (benign or malignant); 
and (5) metabolic. 


With these in mind, Case 1 will be 
reviewed and the more pertinent data 
mentioned. 

The patient is a 50 year old man who 
in December 1953 had a preauricular 
swelling measuring 5 cm. by 4 cm. It had 
been increasing in size for several months, 
but probably had been present for a longer 
period. Since there is no history of trauma, 
and swelling had been present for some 
time Mi any particular pain, trauma 
and inflammation can be ruled out as eti- 
ologic factors. The slight pain experienced 
on opening and closing the mouth was 
probably due to the involvement of that 
small portion of the parotid gland which 
passes medial to the glenoid fossa posterior 
to the condyle of the mandible. 

A metabolic condition does not cause 
swelling of this nature. The only embry- 
ological defect which might be mentioned 
here is a fissural cyst from the remnants 
of the branchial arch. This is uncommon, 
and if it occurs it usually is below the 
lobule of the ear. Branchial cleft cysts are 
more common in the neck, particularly 
below the angle of the mandible, and arise 
from remnants of the second branchial 
arch. Also they are present early in life 
and this man first noticed his swelling at 
age 50. Therefore, the diagnosis would 
place this growth in the tumor category. 

First, the more pertinent general 
findings are as follows: 

1. The roentgenograms showed 
prominent left ventricular contour. This 
might indicate the patient had hyperten- 
sion with an enlarged heart. The blood 
pressure was not given, but this is irrele- 
vant to the mass present in the pretragal 
region. 

2. The differential blood count was 
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normal. Normal findings are important as 
a diagnosis can be made by exclusion as 
well as inclusion. In this case conditions 
which belong in the inflammatory cate- 
gory can be ruled out, particularly acute 
parotitis and subacute parotitis which 
would have a more significant history; 
Mikulicz’s syndrome, which is usually as- 
sociated with chronic leukemias; sarcoido- 
sis, which is prone to appear in lymphoid 
tissue and might show an irregular fever, 
high eosinphilic count and plus in total 
blood protein with inversion of the albu- 
min-globulin ratio; and Mikulicz’s disease, 
which involves the parotid gland more 
frequently than the submaxillary; how- 
ever both may be affected with the lacri- 
mal gland last. This is an infectious gran- 
ulomatous process and the patient runs a 
low grade fever. 


3. The urinalysis was normal except 
for a 2+ albumin which is insignificant 
unless found repeatedly. This was prob- 
ably a functional albuminuria which may 
be due to posture, excess protein intake, 
exercise or mental strain. 


The pertinent local findings are as 
follows: 

1. The size of the mass was 5 cm. 
by 4 cm. This rules out a sebaceous cyst 
which is common about the face, but not 
particularly in this region. 


2. The skin was freely movable. 
This means the tumor was in the deeper 
structures. If the skin were fixed to the 
growth, an advanced malignancy would 
be suspected. 


3. The mass was adherent to the un- 
derlying structures. This indicates a tu- 
mor. Malignant tumors are more adherent 
than benign tumors because of their in- 





vasiveness. Primary malignant tumors usu- 
ally begin in the upper pole or in the 
retromandibular region. They are more 
rapid in growth, and pain is an early 
symptom as is involvement of the seventh 
nerve. This patient had none of these 
symptoms. 

4. On palpation the mass was nodu- 
lar and hard but not stony hard. There 
was some softness in the center. This sig- 
nifies cystic degeneration or hemorrhage, 
and might account for sudden growth. 


5. The fact that the patient was 
able to whistle, raise his eyebrows and 
wrinkle his forehead signifies that the tu- 
mor was in the superficial lobe of the 
gland and not in the deeper lobe as the 
seventh nerve was not involved. This 
points to a benign tumor. 


Therefore, the differential diagnosis 
indicates the following: 


It appears that the growth under dis- 
cussion was a benign tumor. It was re- 
moved locally without any involvement of 
the seventh nerve and has not recurred 
in approximately four years. All of these 
findings point to a benign tumor. 


Benign tumors can be divided into 
(1) tumors of the parenchyma or gland 
proper, and (2) tumors of the stroma or 
matrix elements. 

Tumors of the stromal elements are: 


1. Hemangioma. This tumor would 
not have the appearance described and 
would be softer on palpation. Also at op- 
eration the surgeon would recognize it by 
its appearance. 

2. Lipoma. These tumors are more 
common in the neck and would be soft 
on palpation. Naturally they would have 
a fatty appearance. 
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3. Neuroma or neurofibroma. A 
possibility exists that the tumor was in this 
category, but they are rare in this loca- 
tion. 

4. Tuberculous lymph gland. There 
is a vague possibility that the growth was 
a tuberculous lymph gland, but it is more 
common in the neck. 

Tumors of the gland proper will be 


considered now. 


1. Mixed salivary gland tumor. 
About 75 to 80 per cent of all tumors in 
the region discussed are mixed salivary 
gland tumors. The sequence of occur- 
rence is parotid, submaxillary, sublingual, 
palatal region and lip. It is most common 
in men over 40 and, being cellular in na- 
ture, grows quickly. It usually appears in 
front of the ear and seldom in the upper 
region of the gland in contradistinction to 
cysts, adenomas, and primary malignan- 
cies. The tumor described in Case 1 cer- 
tainly falls into this category. 


2. Adenoma. The adenoma is a rare 
tumor and would not be expected. 


3. Mucoepidermoid tumor. The mu- 
coepidermoid tumor arises from _ larger 
salivary ducts and consists of squamous 
cells and mucus-producing cells. ‘The mass 
may be solid or cystic and may be benign 
or malignant. 

4. Papillary cystadenoma lympho- 
matosum (Warthin’s tumor). These are 
tumors of the parotid ducts arising 
lymph nodes and grow slowly. They sel- 
dom reach an excessively large size and 
are usually noted in persons over 40. 

The clinical picture shows a rather 
large tumor occurring in the lower part of 
the parotid gland (Fig. 1). It also has 
what appears to be a broad base and ex- 
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tends along the duct system. My experi- 
ence with mixed salivary tumors indicates 
that they seem to grow outward rather 
than extend at the base. The most com- 
mon tumor in this region is, as has been 
noted, a mixed salivary tumor. Because of 
the appearance, however, and the other 
facts mentioned, my diagnosis is a papil- 
lary cystadenoma lymphomatosum or a 
Warthin’s tumor. 


summary (Joseph L. Bernier )—The 
histologic examination supports Dr. Har- 
rigan’s diagnosis of papillary cystadenoma 
lymphomatosum. 

As seen microscopically, this tumor 
has a classical pattern. It is composed of 
numerous papillary folds of eosinophilic 
epithelial cells that are tall, regularly 
placed and have their nuclei usually at the 
outer edge of the cell. These ribbons of 
cells rest on a lymphoid stroma which is 
most often devoid of any reactivity (Fig. 
2). The lesion is benign. 

Recent studies support the belief 
that these tumors do not originate pri- 
marily in the salivary gland but rather 
occur in lymph nodes of the salivary 
glands. In this latter circumstance they 
occasionally may be seen unassociated 
with lymphoid tissue when they are 
known as the papillary cystadenoma 
(Fig. 3). 

Figure 4 demonstrates that lymphoid 
tissue in the salivary glands is indeed in 
the form of a true lymph node. Sinusoids 
are clearly evident. Another point is that 
these lymph nodes may undergo a vari- 
ety of reactions from cystic change to a 
diffuse hyperplasia (Mikulicz’s disease). 

It is difficult to indicate the relative 
frequency of the occurrence of the 
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Fig. 1—Case 1. 

Clinical view 

showing tumor enlargement 

in parotid gland due to 

papillary cystadenoma lymphomatosum 





Fig. 3—Case 1. 
Papillary cystadenoma arising in neck 
but unassociated with lymph node 


Warthin tumor since this must be figured 
in relation to salivary gland tumors as a 
whole. When evaluated in such a way, it 
is safe to say that it is quite rare. 


In summary, then, the tissue analysis 
supports the diagnosis of papillary cystade- 
noma lymphomatosum as submitted by 
Dr. Harrigan. The lesion is benign and 
probably arose in a parotid lymph node. 








Fig. 2—Case 1. 

Classical pattern 

of papillary cystadenoma lymphomatosum. 
Note layered epithelial cells 

separated by lymphoid elements 





Fig. 4—Case 1. 
Intraparotid lymph node 
showing typical sinusoids 


w Case 2 


The patient was a 24 year old mar- 
ried white woman who complained of 
pain in the lower right first molar. During 
the dental examination, June 7, 1955, a 
round mass was found in the floor of the 
mouth on the right side. 

The past history of the patient 
showed that at the age of ten weeks 
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radium packs had been applied to three 
areas; namely, the skin of the right sub- 
maxillary area, the right breast, and the 
left thigh. The radium had been used for 
treatment of congenital hemangiomas. At 
five years of age a “gland” had been re- 
moved from the neck at the angle of the 
right side of the mandible. The patient 
had had her tonsils and adenoids removed 
at age eight. In addition to the usual child- 
hood diseases, she had had scarlet fever. 
The patient had a considerable allergy to 
penicillin, as well as many other allergies. 
She had received cortisone on several oc- 
casions for these severe allergic reactions. 
The remainder of her past medical his- 
tory was essentially negative. 


EXAMINATION—During the examina- 
tion, a 4 cm. by 3 cm. mass in the floor 
of the mouth on the right side could be 
palpated both intraorally and extraorally. 
The mass could be raised into the floor 
of the mouth by external digital pressure 
in the submaxillary triangle. It caused 
some discomfort while the patient was 
eating and was definitely interfering with 


speech. 


LABORATORY FINDINGS—On_ hospital 
admission, the blood studies showed he- 
moglobin, 12.6 Gm.; hematocrits, 41 per 
cent; white blood cells, 11,950 (segmen- 
tal, 63; lymphocytes, 34; eosinophils, 3). 
The bleeding time was 2 minutes, 50 sec- 
onds; clotting time, 5 minutes, 33 seconds. 

The urinalysis showed the following: 
color, yellow, clear; acid, pH 5; specific 
gravity, 1.020; albumin, negative; sugar, 
negative; white blood cells, 2-4; epithelial 
cells, few. 

The roentgenographic examination, 


made by John Turner, M.D., radiologist, 
Wesson Memorial Hospital, Springfield, 
Mass., indicated the following: chest 
view: negative; lateral view of right side 
of mandible: negative; occlusal view: 
opacity of the right side of the floor of 
the mouth compatible with increased soft 
tissue density. 

The patient's temperature was 
100.2°F., pulse, 100, respirations, 24, and 
blood pressure, 100/66. 


TREATMENT AND couRSE—On surgi- 
cal intervention, a 3.5 cm. encapsulated, 
hard mass adjacent to Wharton's duct was 
dissected out. The patient had an une- 
ventful postoperative course. As of Sep- 
tember 1957 there had been no recurrence 


of the growth. 


piscussion (Daniel Holland)—In 
Case 2 there was a 4 by 3 cm. encapsu- 
lated, hard mass in the right side of the 
floor of the mouth that was palpated inci- 
dental to a dental examination. The mass 
was adjacent to, but not directly con- 
nected with, Wharton’s duct. If, in diag- 
nosing any mass, either intraoral or extra- 
oral, the classifications of inflammatory, 
traumatic, congenital, developmental, or 
neoplastic, are considered and differen- 
tially eliminated, the diagnosis usually is 
more orderly and accurate. 

Inflammatory classification. The fact 
that the encapsulated mass was dissected 
out, was probably of long standing and 
that the roentgenograms did not indicate 
odontogenic or bone pathologic condi- 
tions, that the patient was followed for 24 
months for possible recurrence, show that 
this classification can be eliminated. True, 
there is evidence of constitutional symp- 
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toms since the patient had a temperature 
of 100.2°F., a white blood cell count of 
11,950 and a pulse of 100. I attribute 
these constitutional symptoms to one of 
her allergic reactions for which she had 
received cortisone on several occasions. 
An inflammatory epithelial hyperplasia 
could be considered, but there is no evi- 
dence to support this. 

Traumatic classification. The right 
side of the patient's neck previously had 
been subjected to trauma, as follows: 

1. Radium packs had been applied 
to the right submaxillary area for congeni- 
tal hemangiomas when the patient was 
ten weeks old. 

2. A gland was removed from the 
right side of the neck when she was aged 
five. 

3. Tonsils and adenoids had been 
removed when she was eight. 

None or all of these could conceiv- 
ably produce a “scar” mass of the propor- 
tions described. As there is no other evi- 
dence of recent trauma, the traumatic 
classifications of swellings can be dis- 
missed. 

Congenital or developmental classi- 
fication. The patient did have multiple 
congenital hemangiomas. The mass in 
question might be considered as a recur- 
rence or enlargement of one of these 
hemangiomas; for example, a_fibrosed 
capillary hemangioma. However, since 
frequent medical observations had been 
made over 24 years, I think that this is 
unlikely. A dermoid cyst or teratoma must 
be considered, yet a 24 months’ follow-up 
would not be customary with removal of 
an encapsulated mass; therefore, this 
classification will be abandoned as a possi- 


bility. 





Neoplastic classification. I think the 
mass being discussed is a tumor and is 
benign. Therefore, all malignant tumors 
will be eliminated. This is deduced be- 
cause of the local nature of the surgery 
and the absence of radiation therapy. Un- 
der the neoplastic classification could be 
listed all the benign tumors of muscles, 
salivary glands, connective tissue, blood 
vessels, nerves or lymphatics, which would 
be unnecessary. The most likely prospects 
could be listed as follows: 

1. Lipoma. The color and consist- 
ency of the growth might indicate lipoma, 
but the idea will be discarded because the 
description stated that the mass was hard. 
Of course, there could be a type of fibroli- 
poma which would add firmness. 

2. Fibroma. It might be thought 
that a large fibroma in the floor of the 
mouth would be a common neoplasm, but 
on the contrary, in pure form it occurs 
quite rarely, though it would be encap- 
sulated, round and firm. 

3. I suspect that the mass in ques- 
tion is a type of connective tissue tumor 
but is combined with special tissue such 
as fibrosed capiilary hemangioma, a he- 
mangioendothelioma or an endothelial 
fibroma; or neurofibroma, which would be 
another possibility—not the von Reckling- 
hausen’s syndrome of multiple neurofi- 
bromatosis but rather an isolated, rare soli- 
tary neurofibroma. 

In conclusion, I think the mass is a 
type of fibroma and would settle for a 
diagnosis of an endothelial type fibroma 
or a neurofibroma. 


suMMaRy (Joseph L. Bernier)— 
There are dangers involved in trying to 
identify tumors as to cell type on clinical 
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evidence alone, though when orderly de- 
ductions are made, the correct answer usu- 
ally can be found. However, preciseness 
is achieved only through tissue analysis 
and it serves no useful purpose for the 
clinician to try to “guess” what the tissue 
analysis will reveal. Such a procedure can 
be justified as a stimulating mental exer- 
cise necessary in student education. When 
a patient's welfare is involved, however, 
the need for tissue analysis to refine clini- 
cal impressions is obvious. 

Dr. Holland, however, has brought 
his thinking to a point where he can sug- 
gest a benign mesenchymal tumor, and 
he indicates that a form of fibroma is a 
likely possibility. 

The tissue analysis supports his de- 
ductions and reveals the tumor in question 
to be a neurofibroma. In Figure 5 the gross 
lesion is shown and it appears to be well 
circumscribed and probably encapsulated. 
In Figure 6 a tumor composed of well 
delineated areas of tissue can be seen sur- 
rounded by a thin stroma of fibrous con- 
nective tissue in which some blood vessels 
are apparent. When seen in higher mag- 
nification (Fig. 7), it is possible to detect 
spindle cells with wavy nuclei arranged 
in a fasciculated pattern. Palisading of the 
cell forms is clearly apparent. 

A word about these lesions. The 
neurofibroma is a tumor of nerve sheath 
origin which is sometimes called a_peri- 
neural fibromablastoma, benign schwan- 
noma or neurilemmoma. I prefer the term 
“neurofibroma,” and have used it in this 
instance. As a rule these tumors demon- 
strate Verocay bodies more clearly than in 
this instance. The neurofibroma is a be- 
nign lesion which grows by expansion. 
It may be a single mass or be seen as 





Fig. 5—Case 2. 
Neurofibroma seen in gross 


multiple lesions in von Recklinghausen’s 
disease. 

Separation of the neurofibroma from 
the simple fibroma or the leukomyoma 
may on occasion require special stains. | 
must refer back, for a moment, to Dr. 
Holland’s use of the term “endothelial 
type fibroma.” By such a designation | 
presume he means the vascular fibroma 
or “fibroma molle.” I think this is an in- 
triguing suggestion, particularly since this 
term is used so infrequently today. 


@ Case 3 
On February 6, 1957, a 37 year old 


married white woman, the mother of 
seven children, came to the out-patient 
clinic with a chief complaint of a swelling 
in the left side of the neck which the 
patient had noticed for almost one year. 
It had gradually enlarged over the past 
several months. For the past several days 
there had been an associated numbness 
and tingling of the tongue, but otherwise 
there were no intraoral complaints. 

The patient thought this mass was a 
small gland associated with an infected 
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Fig. 6—Case 2. 
Low power view of neurofibroma. 
Note discrete bundles of tumor tissue 


tooth. It was not tender and was at first 
entirely asymptomatic. During the first 
four months it had grown progressively 
larger, and she first noticed the growth 
when it pushed up between her teeth 
and her tongue. Her last dental extrac- 
tions had been in 1945. 

The patient had had no operation or 
serious illnesses; she had passed many 
clots in her last two menses. Her tonsils 
and adenoids had been removed during 
childhood. Her family history was essen- 


tially noncontributory. 
y y 


EXAMINATION—Examination revealed 
a somewhat firm, lobulated mass occupy- 
ing the floor on the left side of the mouth, 
and extending down to the submaxillary 
region where it could be balloted back 
and forth both extraorally and intraorally. 
It was easily palpable bimanually and 
extended to the under side of the man- 
dible where it was just visible beneath 
the skin. The overlying oral mucous mem- 
brane was freely movable over it. There 


were no palpable lymph nodes in the 





neck. The trachea was in the midline and 
the thyroid gland felt normal. 

The patient was a well-developed, 
alert white woman in no particular dis- 
tress. Her. blood pressure was 130/90; 
pulse, 80 and regular; respirations, 20; 
temperature, 98.6°F. She wore glasses; 
her pupils were round, regular and equal 
and reacted to light and accommodation; 
scleri and conjunctiva were normal. There 
was no obstruction, inflammation or dis- 
charge of the nose, and the ears showed 
neither inflammation nor discharge. The 
chest had normal symmetry and expan- 
sion; the lungs were clear to percussion 
and auscultation, and no rales were 
heard. The breasts had normal symmetry 
and no deformity; neither nipple dis- 
charge nor masses were noted. No axillary 
nodes were palpable. Her heart was of 
normal size and rate and rhythm were 
normal. The sounds were of regular qual- 
ity and no murmurs were heard. The ab- 
domen was soft and flat; there was no 
pain, tenderness or spasm. There were no 
palpable organs or masses and no hernia. 





Fig. 7—Case 2. 
Higher power view of neurofibroma 
shown in Figure 6 
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The rectal and pelvic examination was 
negative and the extremities were essen- 
tially normal; there was no deformity, no 
ankle edema and the pulse was regular. 


LABORATORY FINDINGS— The patholo- 
gist’s report of February 6, 1957, was as 
follows: Biopsy of the cervix showed 
chronic endocervicitis and exocervicitis. 
The Franseen needle biopsy of the floor 
of the mouth showed a blood clot. The 
biopsy of the floor of the mouth indicated 
squamous hyperplasia. 

The roentgenographic examination 
was made on February 6 by Haig Bozigian, 
M.D., radiologist, Westfield State Sana- 
torium. The posteroanterior view of the 
chest showed no significant abnormalities 
of the diaphragm, ribs, heart, upper medi- 
astinum or lung fields. Some scoliosis of 
the dorsal spine was noted. The views of 
the left side of the jaw showed consider- 
able absorption about the last molar tooth 
on the left side of the mandible with 
some destruction of bone about the root 
which had the appearance of inflamma- 
tory disease. 

The blood studies indicated the fol- 
lowing: On February 6, white blood cells, 
7,900; hemoglobin, 11.5 Gm.; on Febru- 
ary 28, white blood cells, 6,800 (polymor- 
phonuclear leukocytes, 72, lymphocytes, 
28); hemoglobin, 10.3 Gm.; hematocrits, 
35 per cent. Bleeding time was | minute, 
17 seconds; clotting time, 3 minutes, 52 
seconds. On March 1 the albumin was 
4.6; globulin, 2.8; total protein, 7.4; albu- 
min-globulin ratio, 1.6:1, and glucose, 95. 
On February 28 the test for nonprotein 
nitrogen showed 26 mg. per cent, and on 
March 4 the serologic test was negative. 

The urinalysis showed the follow- 


ing: specific gravity, 1.013; reaction, acid; 
albumin, negative; sugar, negative. 


TREATMENT AND CouRSE—Because of 
the inconclusive biopsy report of February 
6, and after consultation with several 
members of the staff, a repeat biopsy was 
done on February 13. After a report on 
this biopsy by the hospital pathologist, 
slides were sent for study to other patholo- 
gists who agreed with his diagnosis. 

The patient was admitted on Febru- 
ary 28. On March 2, there was profuse 
hemorrhaging from the site of the intra- 
oral biopsy; this was controlled with Gel- 
foam and pressure. She received a 500 cc. 
whole blood transfusion on March 3. The 
next day the patient was brought to sur- 
gery and the mass was excised. She had an 
uneventful postoperative course and was 
discharged on March 20 in good condi- 
tion. She was seen repeatedly in the out- 
patient clinic until May 15, when a 
definite 3.0 cm. diameter mass could be 
palpated in the right submaxillary salivary 
gland region. A staff consultation was held 
and it was agreed that the patient should 
have immediate surgery for this. She was 
readmitted on May 29, but was discharged 
on May 31 inasmuch as the right sub- 
maxillary mass was no longer palpable. 
The patient was again discussed at staff 
conference on June 19 at which time it 
was decided the safe way to handle the 
problem was to excise the mass and ex- 
amine a frozen section. The patient was 
readmitted on July 19, and brought to 
surgery on July 22, at which time a right 
submaxillary triangle dissection was car- 
ried out. She did well postoperatively and 
was discharged on July 30. She was read- 
mitted on August 22, at which time all of 
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the maxillary teeth were extracted. As of 
August 28, the patient had done ex- 
tremely well and had maintained her 


weight at about 121 lbs. 


DIFFERENTIAL DIAGNOSIS (Max Ja- 
cobs)—This is the story of a 37 year old 
woman with a swelling in the left side of 
the neck of one year’s duration. Five facts 
have been given on which to build a dif- 
ferential diagnosis and arrive at a conclu- 
sion: 

1. There was a tooth with bone in- 
volvement in the mandible. 

2. There was a progressive increase 
in the size of a mass in the upper left 
side of the neck; it became large enough 
to cause numbness in the tongue. 

3. An operation was performed for 
the excision of this mass. 

4. She developed a much smaller 
mass in the right side of the floor of the 
mouth which receded and disappeared, 
yet for which an operation was performed 
on the right side. 

5. The blood, urine, blood pressure, 
pulse and temperature were within nor- 
mal limits. 

The tooth can be ruled out as a cause 
of her condition, because there is no evi- 
dence of acute abscess as proved by the 
pulse, temperature, absence of leukocyto- 
sis and the duration of the swelling. A 
slowly progressive increase in the size of 
a mass generally is indicative of hyper- 
trophy, hyperplasia or a neoplasm, either 
benign or malignant. I cannot think of 
any hypertrophic or hyperplastic lesion 
which would become large enough to in- 
volve the lingual nerve and cause numb- 
ness of the tongue; a neoplasm could do 
this. 





If the growth is a neoplasm, the ques- 
tion arises as to whether it is benign or 
malignant. Also it must be determined 
whether it originated in the submaxillary 
triangle or the sublingual space. 

Some of the benign lesions: which 
may occur in the submaxillary triangle 
and be pertinent in this instance are as 
follows: 

1. Branchial cyst. This cyst may be 
ruled out because it does not extend into 
the floor of the mouth and push itself 
above the level of the teeth. Aspiration , 
would have yielded fluid, or, if none was 
present, a fistula would have been found. 

2. Lipoma. Lipomas, as a rule, occur 
between the skin and deep cervical fascia. 

3. Dermoid cyst. A dermoid cyst 
occurs so rarely lateral to the midline that 
it can be ruled out on a statistical basis. 
If the lesion in this instance was a der- 
moid cyst, aspiration would have yielded 
a fluid of some kind. 

4. Hygroma. A hygroma is a con- 
genital lesion and the lesion in this case 
was apparently only of one year’s dura- 
tion. 

I feel safe in ruling out benign le- 
sions or neoplasms in the submaxillary 
triangle. 

Some of the benign lesions that are 
pertinent which may occur in the sub- 
lingual space are as follows: 

1. Sialolithiasis. There is no history 
of recurrent swelling when the patient 
was eating or drinking and no evidence of 
calcification in the salivary glands or 
ducts which helps to rule out sialolithiasis. 

2. Ranula. A ranula may become 
large enough to appear above the level 
of the teeth, but it does not expand the 
neck. 
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3. Adenoma. Adenoma of the sub- 
lingual gland or the deep lobe of the sub- 
maxillary gland is rare. Its diagnosis could 
only be made microscopically, and once 
made, would not have necessitated a radi- 
cal neck dissection as was done in this 
instance. 

4. Lipoma. Lipoma in the sublin- 
gual space is not rare, and when present, 
has a doughy feeling to palpation, may 
be large enough to raise the oral mucosa 
above the level of the teeth, but does not 
create a mass in the neck. 

The malignant lesions which may 
occur in the submaxillary triangle and 
which could push the floor of the mouth 
above the occlusal surfaces of the teeth 
are as follows: 

1. Lymph adenopathies. Lymph 
adenopathies, including Hodgkin’s dis- 
ease, could cause the condition described. 
However, there is no evidence of a gen- 
eral lymph node disturbance, the blood 
analysis is normal, and a biopsy would 
have ruled out any operative procedure. 

2. Malignant salivary gland tumors. 
The submaxillary gland can be involved 
in such a way as to push the floor of the 
mouth up and expand the neck at the 
same time. This is because the superficial 
lobe lies in the submaxillary triangle and 
the deep or oral lobe lies on the mylohyoid 
muscle which forms the floor of the sub- 
lingual space. This deep lobe enters the 
sublingual space through an aperture 
called the “intermuscular space of Beck,” 
formed by the hyoglossus muscle laterally, 
the genioglossus muscle medially, and the 
free margin of the mylohyoid muscle in- 
feriorly. The oral or deep lobe extends on 
the mylohyoid muscle to the second molar. 

Within the sublingual space, extend- 


ing from about the second molar to the 
midline, lies the sublingual gland. A 
malignant lesion in this gland would have 
to destroy the mylohyoid muscle to ap- 
pear in the submaxillary triangle by direct 
extension. I feel, therefore, that the lesion 
being discussed is a malignant growth in 
the submaxillary gland as a primary source 
rather than in the sublingual gland. 

There are four malignant tumors of 
the submaxillary gland that are pertinent: 
(1) epidermoid carcinoma; (2) adenocar- 
cinoma; (3) malignant mixed tumor, and 
(4) mucoepidermoid carcinoma. 

There is one statement in the proto- 
col which may be of considerable help. 
After the repeat biopsy, the pathologist 
sent slides to other pathologists. Whether 
this was to obtain other opinions or to 
confirm a microscopic diagnosis, I do not 
know. 

The epidermoid carcinoma and the 
adenocarcinoma are fairly common lesions 
and certainly the pathologist would not 
have sought other opinions or confirma- 
tion. 

If the lesion had been a mixed tumor, 
the patient probably would have realized 
that there had been a mass present, either 
stationary or slowly growing, for a number 
of years before it began to grow rapidly. 
There is nothing in the history to denote 
a long standing mass in the floor of the 
mouth or neck before the lesion became 
apparent to the patient one year ago. 

Mucoepidermoid carcinoma, there- 
fore, must be considered. These tumors 
contain mucus-producing cells in some 
sections, and nonmucus-producing cells 
in others. Different sections may reveal 
different grades of squamous cell differen- 
tiation. The degree of malignancy may 
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Fig. 8—Case 3. Fig. 9—Case 3. 
Mucoepidermoid tumor Sheets of squamatoid cells 
in floor of mouth as seen in mucoepidermoid tumor 





Fig. 10—Case 3. 
Higher power view of Figure 9 





Fig. 11—Case 3. Fig. 12—Case 3. 
Metastatic mucoepidermoid tumor Mass from right side of floor of mouth. 
in cervical lymph node. Chronic sialadenitis 


Note similarity to primary lesion 
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vary from a low grade to a high grade 
type. Very often this tumor may be taken 
for a mixed tumor. 

The mucoepidermoid tumor fre- 
quently offers a challenge in diagnosis. I 
believe it was for this reason that the 
pathologist desired other opinions. If a 
muci-carmine stain was used, it will be 
interesting to listen to Dr. Bernier’s dis- 
cussion of mucus-producing elements in 
this tumor, depending, of course, on 
whether the diagnosis of mucoepidermoid 
carcinoma, which I am making, is correct. 

As far as the mass in the right side 
of the floor of the mouth is concerned, 
it appears to have been an inflammatory 
process secondary to the operative proce- 
dure on the left side. I believe no tumor 
cells were found on microscopic examina- 
tion. 

The diagnosis is mucoepidermoid 
carcinoma arising in the submaxillary 


gland. 


summary (Joseph L. Bernier )—Al- 
though this-is not a good example of the 
mucoepidermoid tumor, I agree with the 
diagnosis submitted by Dr. Jacobs. Figure 
8 shows the mass in the floor of the 
mouth. Consideration should be given to 
its size since this has great significance in 
its surgical management. As to its histo- 
logic features, Figure 9 shows it to be 


composed of discrete islands of punctate 
cells surrounded by fairly abundant 
stromal tissue. In Figure 10 the squama- 
toid features of the tumor can be seen. 
There is considerable cell atypism and 
mitotic figures are in evidence. The tumor 
lacks a prominent mucoid feature for 
which reason, no doubt, the pathologist 
sought other opinions. It should be 
pointed out that the muco-carmine stain 
was positive but rather faint. Experience 
has indicated that when mucus is present 
in quantity, as it often is, the behavior 
pattern is apt to be better. Indeed, some 
feel that under such circumstances, the 
lesion can be considered benign. 

In Figure 11 a portion of one of the 
lymph nodes removed at the time of the 
submaxillary triangle dissection can be 
seen. Here the tumor clearly resembles 
the primary mass in the floor of the 
mouth. 

Figure 12 shows the change in the 
tissue removed from the mass in the right 
side of the floor of the mouth. This is, of 
course, a sialadenitis which was probably 
suspected from the behavior of the reac. 
tion. 

The mucoepidermoid tumor com- 
prises about 4 to 6 per cent of all salivary 
gland neoplasms. Since all will metasta- 
size, it is probably best considered as a 
malignant tumor.—40 Maple Street. 
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Needs and values of a hospital dental service 


@ John P. Looby, D.D.S., M.Sc. (Dent.), Philadelphia 


The American Dental Association took 
official cognizance of the need for and 
value of hospital dental service when, in 
1946, the House of Delegates, at the an- 
nual session of the Association, voted to 
set up a Committee on Hospital Dental 
Service and to instruct this committee to 
ask each state dental society to activate 
its own hospital dental service committee. 

This action of the dental profession 
reflected the thinking of its members who 
were active in dental departments in hos- 
pitals in many parts of the country. Prob- 
lems of organization and service had 
arisen in these dental departments which 
required discussion and clarification at a 
state and national level. 

A hospital is defined by the Council 
on Education of the American Medical 
Association’ as: 

An institution suitably located, con- 
structed, organized, managed and personnelled, 
to supply scientifically, efficiently and unhin- 
dered, all or any recognized part of the complex 
requirements for the prevention, diagnosis and 
treatment of physical, mental, and the medical 
aspect of social ills; with functioning facilities 
for training new workers in the many special 
professional, technical, and economic fields es- 
sential to the discharge of its proper functions; 
and with adequate contacts with physicians, 
other hospitals, medical schools and all accred- 


ited health agencies engaged in the better 
health program. 


It is logical to assume from this 
definition that the American Dental As- 
sociation with its 90,000 members, dedi- 





471 


cated to the diagnosis, care and prevention 
of diseases of the oral cavity, qualifies 
itself as “an accredited health agency, en- 
gaged in the better health program,” and 
that dentistry can and will “supply scien- 
tifically, efficiently and unhindered, . . . a 
recognized part of the complex require- 
ments for the prevention, diagnosis and 
treatment of physical, mental and the 
medical aspect of social ills.” 


@ Needs of Dental Department 


With these few statements in mind, 
the needs of a dental department in a hos- 
pital can be considered, keeping in mind 
the following: 

A diagnosis of the health status of a 
patient who seeks care in a hospital can- 
not be declared complete without a care- 
ful, scientific evaluation of the condition 
of the patient’s mouth. This requires the 
presence of a dentist whose entire back- 
ground of graduate study has been de- 
voted to the recognition and treatment of 
diseases of the mouth. 

A great many important clinical man- 
ifestations of systemic diseases may be 
present in the oral cavity of the patient 


Presented at the Second Institute Worksho 
Dentistry, co-sponsored by the Council on pital Dental 
Service, American Dental Association, the American Hospital 
Association and the American Medical Association, June 2, 
1958. 


on Hospital 


Member, Council on Hospital Dental Service, American 
Dental Association. Assistant professor of oral surgery, School 
of Dentistry, University of Pennsylvania. 

1. Dorland’s illustrated medical dictionary, ed. 23. Phila- 
delphia, W. B. Saunders Co., 1957, p. 629. 
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who is ill. These alterations of the normal 
tissues may have many sequelae of which 
two are of practical importance: 

1. Interference with the nutrition 
of the patient. 

2. Production of an important source 
of infection. 

Without discussing in detail these 
two important aspects of oral diagnosis, it 
is only necessary to emphasize the concern 
of all hospital staffs with the recurrence 
or persistence of infections which until 
recently, and for the last decade, ap- 
peared to be controlled by antibiotic 
therapy. 

It is reasonable to conclude that any 
hospital that does not make use of the 
professional assistance of a well qualified 
dentist who preferably has had graduate 
hospital training is denying its patients a 
most valuable service. As one segment of 
a good dental service, valuable aid is pro- 
vided in controlling infections which orig- 
inate in the structures of the mouth and 
may be complicating factors which impair 
the recovery of patients. Many hospitals 
have an active policy requiring an oral 
examination by a dentist for all ward pa- 
tients. I can speak from personal experi- 
ence in this matter since in several of the 
hospitals with which I am associated, such 
a program is in operation. 

Oral diagnosis is also of great impor- 
tance in prenatal clinics where infections 
in the mouth may otherwise go unnoticed 
until late in pregnancy when they may 
contribute to serious complications. 

The dental care which may be pro- 
vided by a dental department in a hospital 
is often a great need which can only be 
met by a properly organized department 
with a dentist who is sincerely interested 





in the health of the community as its 
director. This has been the basis of the 
program of approval of dental depart- 
ments by the American Dental Associa- 
tion since the founding of the Council on 
Hospital Dental Service. 

Another great need is the teaching of 
proper dental health in the educational 
programs of hospitals providing training 
for interns and nurses. In too many in- 
stances they leave the hospital to serve 
their community with only a minimal 
knowledge of the oral cavity. It is inevit- 
able that they will face diagnostic deci- 
sions which in some instances may delay 
proper or adequate treatment. In other 
instances their role in the prevention of 
oral disease will necessarily be limited. It 
is obvious, therefore, that presentation of 
knowledge by a dentist to these two asso- 
ciated professions is imperative. 

In order to discuss the values of a 
dental service in a hospital, a short review 
is necessary of some of the changes that 
have taken place in the profession of den- 
tistry since 1946. 

Dentistry, like other professions, has 
developed a trend toward specialization, 
although the great majority of dentists re- 
main in general practice. During the past 
12 years, seven specialties have been rec- 
ognized by the American Dental Associa- 
tion, each with its own standards and 
boards for certification of competence. 
These specialties are oral surgery, oral 
pathology, orthodontics, pedodontics, peri- 
odontics, public health dentistry and pros- 
thodontics. 

It is in these areas of specialization 
that a dental department of a hospital is 
most likely to find valuable services. 

In addition a real contribution may 
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be made to the hospital family in dental 
research, dental care of the handicapped 
or aged and in the educational programs 
relating to the training of dental interns 
and residents in the various specialties. 


@ Conclusions 


1. Dental services in hospitals have 
demonstrated their ability to meet the 
dental needs in many institutions. 

2. The diagnosis and control of in- 
fections in the mouth rest with the person 
who has had his fundamental training in 
dentistry. 

3. Serious oral pathologic conditions 
can be treated best in a hospital where 
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competent dental consultation and treat- 
ment are available. 

4. Traumatic problems involving 
the osseous structures of the oral cavity 
and associated regions can be treated best 
by a dentist qualified to perform these 
services. 

5. Tumors involving the oral cavity 
should be treated by the staff of the dental 
department or with them as part of the 
“team.” 

6. Congenital deformities of the 
mouth are the responsibility of the dental 
profession and should be corrected by the 
staff of the department of dentistry.—125 
South Thirty-sixth Street. 


Clinical and histological study 


of alveolar osteitis 


@ Raymond F. Huebsch, D.D.S., Philadelphia 


One of the fundamental requirements in 
surgery is the nourishment of the wound 
by an adequate blood supply. This factor, 
usually overlooked by the dentist, is re- 
sponsible for the healing of sockets after 
dental extractions. 

Many investigators have made ob- 
servations with respect to the necessity 
of a blood supply to the dental extraction 
site in order for healing to take place. 
Schram! investigated histologically the 
healing process after routine and surgical 
extraction in dogs, and found that in the 





removal of the external alveolar plate and 
in suturing the mucoperiosteum, healing 
took a shorter time than by the routine 


method. 


The opinions or assertions contained in this article are 
the privates ones of the writer and are not to be construed 
as official or reflecting the views of the Navy Department or 
the naval service at large. 

The histologic sections and photomicrographs for this study 
were prepared by Captain oo Colby, Dental 
U avy, U. Naval Ws School, "National Naval 
Medical Center, Bethesda, Md. 

Captain, Dental Corps, U. S. Navy. Chief of dental service 
and consultant-instructor to the training program in oral 
surgery, U. S. Naval Hospital. 

1. Schram, W. R. Histologic study of repair in the mazxil- 
lary bones following surgery. J.A.D.A. 16:1987 Nov. 1929. 
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Schwarz? recommended removal of 
the sclerotic socket immediately after ex- 
traction down to the point where the 
blood supply was adequate. He advocated 
the same procedure with a “dry socket” 
after a previous extraction. These pro- 
cedures provided the socket with adequate 
blood supply and proliferation of capil- 
laries in order for the clot to organize. 

Osterloh® advocated eliminating the 
dense sclerotic bone which lines the den- 
tal socket by removing one third to one 
half of the lateral plate and one third of 
the lingual plate of bone prior to extrac- 
tion. After extraction, he removed the 
remaining sclerotic bone at the apical 
end of the socket and sutured the muco- 
periosteal flaps. If this was not feasible, he 
perforated all the walls of the socket with 
a hand punch. 

Christopher* concluded that a poor 
blood clot predisposes to death of bone in 
the socket wall, and the injury of the 
blood supply to the clot wall makes the 
loss of the blood clot more likely. 

Alling and Kerr® demonstrated clini- 
cally and histologically in monkeys that 
healing of the dental socket was delayed 
when the periodontal membrane was de- 
stroyed in the extraction procedure. 

A preliminary experiment on this 
subject was begun in 1947 and was re- 
ported in 1952 by Huebsch and others.® 
A standardized study of the normal heal- 
ing process after the extraction of man- 
dibular first molars in rats was made. The 
histological and roentgenographic study 
covered the postoperative intervals from 7 
hours to 30 days, which included obser- 
vations from the organization of the clot 
to complete filling in of the socket with 


bone. 
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Since that study, the following clini- 
cal observations have been made regard- 
ing the healing process after dental ex- 
tractions in human beings. In order for 
normal healing to take place, it is neces- 
sary for the blood clot, which fills the 
socket, to organize. This process can take 
place only when there is an adequate 
blood supply to the wound. 

The only sources of blood supply 
to the dental socket are the capillaries in 
the periodontal membrane, the arterial 
blood supply via the apexes, and the rich 
capillaries in the gingivae and muco- 
periosteum. In dental extractions one of 
these main sources of blood supply may 
be destroyed or may become inadequate. 
In extraction of a tooth, the periodontal 
membrane may adhere either to the root 
or to the cortical lining of the socket. Part 
may adhere to the root and part to the 
socket, or it may be completely mutilated 
or destroyed during the extraction pro- 
cedure. If the blood supply is inadequate 
to nourish the clot, the clot will not 
organize and, in time, will become ne- 
crotic, and an alveolar osteitis or “dry 
socket” will occur. 

In complicated mandibular extrac- 
tions, such as unerupted or impacted 
teeth, the only source of blood supply to 
the clot, which fills the bony defect, other 
than the periodontal membrane Cif it has 


2. Schwarz, H. J. Question of the dry socket. J.A.D.A. 
20:1502 Aug. 1933. 


3. Osterloh, J. P. Surgical prevention of dry socket. 
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4. Christopher, E. R. Histological study of bone healing 
in relation to the extraction of teeth. (Abst.) Northwest. 
Univ. Bul. 43:5 Dec. 7, 1942. 

5. Alling, C. C., and Kerr, D. A. Trauma as a factor 
causing delayed repair of dental extraction sites. J. Oral Surg. 
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6. Huebsch, R. F., and others. Healing process following 
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not been destroyed) and the apical fora- 
mens, is from the overlying mucoperiosteal 
flap. However, in most instances this flap 
is not in contact with the shrinking clot 
and supplies little or no blood. If these 
sources of blood are inadequate, necrosis 
of the clot will occur, which will produce 
an alveolar osteitis in the uncovered por- 
tion of the socket. The extent of the clot 
and alveolus involved is indicative of the 
degree of pain the patient suffers. 

It has been observed that alveolar 
osteitis usually does not occur after a radi- 
cal alveolectomy where a major portion of 
the socket (labial or buccal region) is re- 
moved and is covered with a mucoperios- 
teal flap. Also, it occurs rarely after the 
extraction of a tooth which is in line of 
fracture, in instances of mandibular ex- 
traction where portions of the buccal or 
lingual plates are fractured and removed, 
or in instances of extraction because of 
extensive periodontal disease. 

With this in mind, an attempt has 
been made to reduce the incidence of 
alveolar osteitis and to establish a more 
adequate blood supply to the clot in those 
regions where the periodontal membrane 
has been destroyed and where dense corti- 
cal bone lines the coronal portion of the 
bony defect. I have been producing, 
mechanically, small perforations with a 
pointed instrument and mallet through 
this dense bone into the more vascular 
regions of the cancellous bone. Also, after 
the removal of cysts, or large encapsulat- 
ing tumors of the mandible, it has been 
observed that the resulting bony defect 
is lined with a dense, avascular cortical 
bone. The same procedure of making per- 
forations is used here also to nourish the 


blood clot that naturally fills the defects, 
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or bone chips which may have been used 
to fill the larger defects. 

During the past eight years, this 
practice has reduced the incidence of “dry 
sockets” considerably. The instances in 
which this complication has occurred, 
when the blood supply was adequate, may 
be attributed to such systemic conditions 
as anemia, vitamin deficiency (especially 
vitamin C), the presence of Vincent's in- 
fection, uncontrolled diabetes mellitus 
and so forth. Apparently, in the maxilla, 
this complication does not occur as fre- 
quently as in the mandible, because the 
cortical bone is less dense and the defects 
filled with blood clots are more vascular. 
However, alveolar osteitis occurs in those 
regions in the maxilla where the bone is 
dense and sclerotic and no provision is 
made for a blood supply to the defect and 
clot. 

In order to demonstrate this prin- 
ciple of the healing process histologically, 
an experiment was performed on white 
rats. The mandibular left first and second 
molars of 20 male white rats 60 days of 
age were extracted and a study of the 
early stages of healing was made accord- 
ing to postoperative intervals of from 24 
hours to 10 days. 

The animals were anesthetized by 
an intraperitoneal injection of a 0.25 per 
cent solution of sodium pentobarbital (1 
cc. per hundred grams of body weight). 
The teeth were luxated with root-tip picks 
and were removed with a Kelly forceps. 
Care was taken not to mutilate the sockets. 
The first molar socket was perforated in 
numerous areas with a sharp plugger 
point mounted in an automatic gold foil 
condenser. The second molar socket was 
left alone for a control. At autopsy the 
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segment containing the sockets was dis- 
sected out, decalcified and embedded. 
One half of the specimens were cut bucco- 
lingually and the other half sagitally in 
serial sections and were stained with 
hemotoxylin-eosin. 


w@ Results 


Essentially the same observations 
were noted histologically in the rats as 
were observed clinically in human beings. 
In the microslides examined, when the 
blood supply to the socket was adequate 
for organization of the clot, there was 
early proliferation of fibroblastic tissue 
(Fig. 1-4, views above right and below 
right, and 5, above right). Where the 
blood supply was inadequate there was a 
delay in healing and liquefaction of the 
clot (Fig. 1-4, views below left, and 5, 
above left). 

In all the sockets, in every stage of 
healing, the remaining periodontal mem- 
brane showed a preponderance of vascu- 
larity (Fig. 1-4, views above right). In 
regions of the cortical lining of the socket 
where there were natural or mechanical 
perforations, there was considerable pro- 
liferation of capillaries (Fig. 1-4, views 
below right, and 5, above right). How- 
ever, in the areas where there were 
neither breaks in the cortical bone nor 
presence of periodontal membrane, there 
were no capillaries noted and less _pro- 
liferation of fibroblasts (Fig. 1-4, views 
below left). 

At about the twenty-fourth post- 
operative hour, the clot began to organize. 
The capillaries began to proliferate from 
the periodontal membrane and from per- 
forations in the cortical lining of the 
socket into the central part of the clot, 


and the leukocytes lined up along the 
periphery of the capillaries (Fig. 1). 

An ingrowth of fibrocytes in the clot 
occurred about the third postoperative day 
(Fig. 3). Bundles of elongated fibrocytes 
with spindle-shaped nuclei infiltrated the 
clot, which formed young connective 
tissue. Bone was laid down, first, at the 
periphery of the socket and was noted 
about the fifth postoperative day, at which 
time the periodontal membrane had dis- 
appeared almost completely (Fig. 5). The 
original periodontal membrane was _re- 
placed by connective tissue of the same 
appearance as that seen in the other areas 
of the socket. 

By this period of healing, for all 
clinical and practical purposes, the 
alveolus may be considered healed, and 
usually there is no possibility of alveolar 
osteitis occurring. 

By the tenth postoperative day there 
was complete proliferation of the epithe- 
lium across the socket (Fig. 6). After the 
twenty-fifth postoperative day it has been 
found that, from a histological standpoint, 
the socket is filled with bone.* These his- 
tological findings may be applied also to 
human beings. 

Steinhardt’ and Mangos* were the 
only investigators to study human mate- 
rial. Steinhardt obtained autopsy speci- 
mens of three patients who died from 
various diseases, and who had a known 
history of extractions just prior to death. 
Mangos took specimens from the socket 
for biopsy after the extraction of incisors 


7. Steinhardt, G. Pathologisch-anatomische Untersuchungen 
zur Heilung von Zahnextrakionswunden und ihrer Komplika- 
tionen beim Menschen. Paradentium, Berlin 5:121, 1932. 

8. Mangos, J. F. Healing of extraction wounds. Experi- 
mental study based on microscopic and radiologic investiga- 
tions. New Zealand D. J. 37:4 Jan. 1941. 


ET 














HUEBSCH: ALVEOLAR OSTEITIS 477 


a 
~ 


Me sP ots 


Ai 
" 
25 





Fig. 1-Twenty-four hours after extraction. Above left: Socket with organizing blood clot. Above right: 
Rich capillary bed in periodontal membrane. Below left: Absence of capillaries along cortical bone lining 
socket, with delay in organization of clot. Below right: Abundance of capillaries near perforation in 
cortical bone 
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Fig. 2—Forty-eight hours after extraction. Above left: Socket with necrosis of clot in upper left portion 7 
where there is neither a break in cortical bone nor presence of periodontal membrane. Above right: Three : 
large capillaries in periodontal membrane. Below left: Avascularity along cortical bone lining socket with 
evidence of delay in healing. Below right: Numerous capillaries near perforations in cortical bone : 
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Fig. 3—Three days after extraction. Above left: Socket with varying degrees of healing dependent on 
blood supply. Above right: Numerous capillaries in and extending beyond periodontal membrane. Fibro- 
blastic proliferation. Below left: Absence of capillaries along dense cortical bone, with delay in fibroblastic 
proliferation. Below right: Numerous capillaries and arterioles near perforations in cortical bone. Fibro 
q blastic proliferation evident 
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Fig. 4—Four days after extraction. Above left: Socket with necrosis in areas where blood supply is inade- 
quate. Note capillary proliferation well beyond periodontal membrane. Above right: Capillaries present in 
disappearing membrane. Below left: Avascularity along dense cortical bone. Fibroblasts are proliferating 
into this area from adjacent areas, which are rich in blood supply. Below right: Vascularity in perforated 
cortical bone 
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Fig. 5—Five days after extraction. Above left: 
Socket with nearly complete filling in of young 
connective tissue, except in upper part where there 
is necrosis due to inadequate blood supply. First 
evidence of bone formation. Above right: Capil- 
laries and arterioles present where there are breaks 
in cortical bone. Below left: Capillaries present in 
areas of young connective tissue 
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with “a surrounding healthy gingiva.” He 
examined the sockets roentgenographically 
and histologically at various postoperative 
intervals from 3 days to 15 weeks and 
found the first histologic evidence of bone 
formation ten days after extraction. 

As a matter of interest, it may be 
concluded from these observations that 
healing in rats is about twice as rapid as 
in human beings. Indications are that this 
can be accounted for by the greater 
metabolic rate in rats than in human 


beings. 
@ Summary and Conclusions 


It has been proved histologically that 
after molar extractions in rats, an adequate 
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Fig. 6—Ten days after extraction. Note epithelial 
proliferation across socket (Illustration courtesy of 
Oral Surgery, Oral Medicine and Oral Pathology) 


blood supply to the socket is necessary for 
normal healing. When the blood supply 
to the socket is adequate for organization 
of the clot, there is early proliferation of 
fibroblastic tissue. Where the blood sup- 
ply is inadequate there is liquefaction of 
the clot and delay in healing. 

Periodontal membrane which re- 
mains in the socket is very vascular. 
When the periodontal membrane is ab- 
sent and there is a natural or mechanical 
perforation in the cortical lining of the 
socket and communication with cancel- 
lous bone, there is considerable prolifera- 
tion of capillaries. In the regions where 
there are neither perforations in cortical 
bone nor periodontal membrane, there 
are no capillaries and less proliferation of 
fibroblasts. 

By the fifth postoperative day, the 
socket fills completely with young fibrous 
connective tissue and the first evidence 
of bone formation is noted. By the tenth 
day after extraction, the epithelium is pro- 
liferated across the socket. Indications are 
that healing in rats is about twice as fast 
as healing in human beings. 














Periapical fibrous dysplasia (cementoma) 


w A. P. Chaudhry, B.D.S., M.S., Ph.D., J. H. Spink, D.D.S 


. and R. J. 


Gorlin, D.D.S., M.S., Minneapolis 


Periapical fibrous dysplasia or cementoma 
is a distinct disease entity which com- 
monly involves the periapical regions of 
anterior mandibular teeth. It is character- 
ized, roentgenographically, in its incipient 
stages by well-defined radiolucency which 
may subsequently become transformed 
into a radiopaque calcified mass. 

Brophy’ has been credited as the 
first author to describe cementoma as an 
entity. Stafne?* studied its clinical as- 
pects, roentgenographic appearance and 
histogenesis extensively, and subsequently 
published several articles. Thoma,>* Ze- 
garelli,* and Bernier® ?° have also contrib- 
uted valuable information concerning 
this disease. The etiology of periapical 
fibrous dysplasia, however, is still un- 
known. Trauma, chronic irritation, nutri- 
tional deficiency, metabolic disturbances, 
constitutional factors, endocrine imbalance 
and anomalous development have been 
suggested. No definite correlation has 
been established between possible cause 
and effect. Fontaine," from a survey of 
200 cases, has ruled out any association 
between systemic disorders and periapical 
fibrous dysplasia. Zegarelli and Ziskin* 
suggested the possibility that the female 
sex hormone may be an etiologic factor 
since the disease is more commonly found 
in women. 

Several investigators consider it a 
neoplastic disease and have given it such 
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names as cementoma, cementoblastoma, 
ossifying fibroma, periapical fibroma and 
periapical fibro-osteoma. Weinmann and 
Sicher'* have stated that there are two 
distinct pathologic types of the disease. 
The first type they have classified as neo- 
plastic in nature, more specifically as an 
ossifying fibroma, characterized by its un- 
limited though slow growth, leading at 
times to visible deformities of the jaws. 
The second type is considered by these 
authors as being self-limited and confined 
to the periapical regions of one or more 
teeth. They prefer to call both varieties 
multiple endostosis since it is a noncom- 
mittal term. 

There are several views concerning 


From the division of oral pathology, School of Dentistry, 
University of Minnesota. 

1. Brophy, T. W. Oral surgery. Philadelphia, P. Blakiston’s 
& Sons, 1915. 

2. Stafne, E. C. Cementoma—a study of 35 cases. D. Sur- 
vey 9:27 July 1933. 

3. Stafne, E. C. Periapical osteofibrosis with formation of 
cementoma. J.A.D.A. 21:1822 Oct. 1934. 

4. Stafne, E. C. Periapical fibr I 
vations. J.A.D.A. 30:688 May 1, 1943. 

5. Thoma, K. H.; Cascario, N., Jr., 
Cementoma. Am.J. Orthodont. 
Sect.) 30:657 Oct. 1944. 

6. Thoma, K. H. Cementoblastoma. Internat. J. Orthodont. 
& Oral Surg. 23:1127 Nov. 1937. 

7. Thoma, K. H. Oral pathology, ed. 4. St. Louis, C. V. 
Mosby Co., 1954 

8. Zegarelli, E. V., and Ziskin, D. E. Cementomas. Am.J. 
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9. Bernier, J. L., and Thompson, H. C. The histogenesis 
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the histogenesis of this lesion. Gottlieb® 
suggested that calcified epithelial rests of 
Malassez formed a nidus for the lesion. 
Bauer® speculated that detached cementi- 
cles or thrombosed blood vessels may serve 
as a nidus. The most accepted view is 
that of Stafne who pointed out that the 
initial lesion is the result of proliferation 
of principal periodontal fibers. This mass 
of fibrous connective tissue may become 
converted into cementum or bone or may 
remain as such for an indefinite period. 
Thoma’ has divided the development of 
this lesion into three stages. The first 
stage is called “osteolytic” because of the 
destruction of bone from proliferation of 
periodontal fibers. The intermediate stage 
he has referred to as the “cementoblastic” 
or cement-forming stage, also most com- 
monly termed as “calcified granuloma.” 

Finally, there is the “mature inactive” 
stage in which the fibrous lesion is con- 
verted into a calcified mass. 

Periapical fibrous dysplasia causes no 
subjective symptoms except when local- 
ized near the mental foramen. The in- 
fringement on the mental nerve occasion- 
ally may result in localized or neuralgic 
pain, anesthesia or paresthesia. Rarely will 
a lesion grow expansively to cause appar- 
ent deformity of the jaws. Because of a 
lack of symptoms, the diagnosis is made 
from routine roentgenographic examina- 
tion. The roentgenographic appearance of 
the lesion depends on its stage of develop- 
ment. The first stage is characterized by 
periapical radiolucency which may ex- 
tend into roots a few millimeters (Fig. 
1). The periodontal membrane and lam 
ina dura are not identifiable and, there- 
fore, the lesion simulates a periapical gran- 
uloma. Because of the partial calcification 


in the second stage, the lesion is partly 
radiolucent and partly radiopaque (Fig. 
2). The calcification may initiate in the 
center or at the periphery of the lesion. 
The third stage is recognized as a regular 
or irregular radiopaque mass of even den- 
sity surrounded by a thin. radiolucent line 
representing periodontal membrane and 
separating it from the tooth apex (Fig. 
3). 

A thorough history, plus careful clin- 
ical and roentgenographic examinations 
usually enable differentiation of an early 
lesion of periapical fibrous dysplasia from 
one representing periapical granuloma 
which is found in association with a non- 





Fig. 1—A solitary, well-defined radiolucent lesion 
of periapical fibrous dysplasia represents its first 
stage of development. Note that radiolucency ex- 
tends a few millimeters coronally and tooth is 
caries-free and vital 
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vital tooth resulting from extensive caries 
or trauma. The tooth may be discolored 
and also show evidence of resorption of 
the root. The late stages of periapical fi- 
brous dysplasia may also be confused with 
condensing osteitis, hypercementosis or a 
retained root fragment. Condensing ostei- 
tis or sclerosis of bone is characterized, 
roentgenographically, by an irregular ra- 
diopacity lacking in radiolucent boundary 
as is commonly seen in late periapical 
fibrous dysplasia. Hypercementosis, an in- 
creased deposition of cementum, is differ- 
entiated by the fact that new cementum 
is laid down on the root surface within 
the periodontal membrane. Furthermore, 


Fig. 2—Multiple lesions of periapical fibrous dys- 
plasia in their second stage of development. Lesions 
are partly radiopaque because of calcification. Note 
hypercementosis of associated teeth 





this additional cementum forms an in- 
tegral part of the tooth in contrast to peria- 
pical fibrous dysplasia in which the radio- 
paque mass is distinctly separated from 
the root by the periodontal fibers. A re- 
tained root fragment may be differentiated 
by its shape, the presence of a root canal 
or by periodontal membrane surrounding 
it. Occasionally, systemic diseases like hy- 
perparathyroidism or Paget’s disease may 
appear roentgenographically to be similar 
to periapical fibrous dysplasia. 

There is a great variation in the mi- 
croscopic appearance of periapical fibrous 
dysplasia. In the early stage of develop- 
ment it is made up of fibroblasts, fibrous 





Fig. 3—Multiple lesions in second and third stages 
of development. On the right, lesions are almost 
fully calcified representing the third stage. On the 
left side, they are partly calcified as is seen in the 
second stage 
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Fig. 4—Left: Cementicles of different sizes. Note their mode of fusion to form large mass of cementum. 
Right: Irregular incremental lines, oval lacunae with no cells in them and sparse canaliculi can be seen 


connective tissue and a few blood vessels, 
presenting a picture which is similar to 
young periodontal membrane at the apex 
of a tooth. As the disease progresses, the 
fibroblasts may differentiate into cemen- 
toblasts or osteoblasts. The cementogenesis 
may result in the formation of cementi- 
cles which may increase in size and coa- 
lesce to form solid masses of cementum 
(Fig. 4). Occasionally, irregular incre- 
mental lines may impart a pagetoid ap- 
pearance to the cementum (Fig. 5). 
When the osteoblastic activity is promi- 
nent, the lesion is composed of fibrous 
tissue with varying degrees of cellularity 
interspersed with osteoid tissue and bone, 
a picture similar to fibrous dysplasia of 


bone (Fig. 6). 


There is very scant information per- 
taining to the incidence of the disease. 
Stafne found 24 instances of periapical 
fibrous dysplasia in 10,000 roentgeno- 
grams studied. The present authors, from 
a review of 10,500 roentgenograms at the 
University of Minnesota, School of Den- 
tistry, found 30 instances of periapical 
fibrous dysplasia. Thus there is roughly 
an incidence of 2 to 3 cases per 1,000 
roentgenograms examined. Of the 30 
found, 26 were in females and 4 in males, 
a ratio of females to male of 6.5:1. 

The average age at which the lesion 
was discovered was 36.9 years. The young- 
est patient was a 17 year old boy and the 
oldest, an 82 year old woman. The dis- 
ease affected 27 whites and 3 Negroes. 
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Fig. 5—Pagetoid appearance of cementum. Note 
prominent incremental lines and empty lacunae 


Fontaine found that the disease is more 
common in colored than in white people. 
No such conclusions can be drawn from 
the present series since the number of 
cases is very small. Of the 30 patients, 
there was involvement of 51 teeth in 25 
patients, and in the other 5 patients there 
was a solitary lesion present in an eden- 
tulous region. Of the 51 teeth involved, 
35 were lower incisors, 4 lower cuspids, 
8 lower bicuspids, 1 upper biscuspid and 
2 upper molars. There were small restora- 
tions in only three teeth and in no in- 
stance was there a history of obvious 
trauma. In only two instances were the 
lesions present as small, raised, hard pal- 
pable nodules under the normal gingiva. 
Periapical fibrous dysplasia associated 
with hypercementosis was a common ob- 





servation in some of these patients. Only 
one patient had received hormonal ther- 
apy and had multiple lesions both in the 
upper and lower jaws. There was no his- 
tory of systemic disorders in other patients. 


@ Discussion 


The authors prefer the term “periapi- 
cal fibrous dysplasia” for a disease entity 
commonly called a “cementoma” because 
of the fact that it has several features in 
common with fibrous dysplasia of bone. 

The basic disturbance in fibrous dys- 
plasia of bone is considered to be a 
perverted activity of specific bone-forming 
mesenchymal tissue. It seems that the 
periapical fibrous dysplasia may be the 





Fig. 6—Photomicrograph which shows histological 
picture identical with fibrous dysplasia. Note fi- 
brous connective tissue interspersed with atypical 
bone spicules 





488 JOURNAL OF ORAL SURGERY + VOL. 16, NOVEMBER 1958 


result of faulty activity of the periodontal 
mesenchymal tissue. Under normal cir- 
cumstances the periodontal mesenchymal 
tissue, because of its functional require- 
ments, may differentiate into osteoblasts 
and cementoblasts. It is, therefore, quite 
reasonable to expect that cementoma may 
be composed of either atypical bone or 
cementum or both. Furthermore, cemen- 
toma, like fibrous dysplasia, may exhibit 
a different microscopic picture at various 
stages of development, depending on the 
amount of deposition of calcified tissue. 
Sometimes, the two diseases are indis- 
tinguishable microscopically. 

Clinically, cementoma, not unlike fi- 
brous dysplasia, may start at an early age 
but is discovered late in life because of 
its asymptomatic nature. Fibrous dysplasia 
is more common in the second and third 
decade, whereas lesions of cementoma 
are commonly discovered in the fourth 
decade. This could be attributed to the 
fact that cementoma seldom causes a de- 
formity of the jaw and, therefore, remains 
undiagnosed. It is also conceivable that 
cementoma in its early stages of develop- 
ment is not recognizable as is the case 
occasionally with periapical granuloma. 
Because of their similar pathogenesis, the 
roentgenographic appearance of cemen- 


@ PLaciARIsM 


toma sometimes simulates fibrous dyspla- 
sia of bone except for its location. Thus, 
the term “periapical fibrous dysplasia” 
seems appropriate. The word “periapical” 
denotes the location as well as the site of 
the origin of the lesions, and “fibrous dys- 
plasia” explains the basic disturbance and 
nonneoplastic nature of the disease. 


@ Summary 


The authors have reviewed the liter- 
ature on multiple cementoma and suggest 
the substitution of the new term “periapi- 
cal fibrous dysplasia.” Among the 10,500 
roentgenograms examined from the files 
of the School of Dentistry, University of 
Minnesota, there were 30 instances of 
periapical fibrous dysplasia. The entity 
was seen therefore in approximately three 
of each 1,000 roentgenograms examined. 
The disease was found to occur seven 
times more frequently in women than in 
men. The average age at which the lesion 
was discovered was 36.9 years. Of the 51 
teeth involved, 65 per cent were lower 
incisors. The lesion was not associated 
with any known systemic disorder. ‘The 
name “periapical fibrous dysplasia” has 
been suggested in view of its clinical be- 
havior as well as histopathologic fea- 
tures. 


In comparing various authors with one another, I have discovered that some of the gravest and 
latest writers have transcribed, word for word, from works of previous writers, without making 


acknowledgment.—Pliny the Elder. 
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Plastic procedures 





as applied to oral surgery 


mw Stanley L. Lane, M.D., D.D.S., New York 


The principles of oral plastic surgery are 
the same as the principles of “proper” 
surgery in general. Gentle handling of 
tissues, preservation of blood supply, and 
prevention of infection are the most im- 
portant factors. The oral cavity is a con- 
taminated region, but on the other hand 
some natural resistance or immunity is 
present. Although it is difficult to sterilize 
the mouth completely, an attempt should 
be made to minimize contamination and 
to eliminate cross contamination in toto. 
The development of infection depends on 
the degree of contamination, the quantity 
and virulence of. the organisms, and the 
resistance of the host. 

Contamination of the oral cavity is 
decreased by preoperative preparation con- 
sisting of the use of mouthwashes, anti- 
biotics and mechanical cleansing. If teeth 
are present, a prophylaxis is indicated in 
an attempt to eliminate periodontal infec- 
tion. Any mild antiseptic mouthwash 
should be used. In some instances when a 
severe infection is present, antibiotics 
either locally or systemically may be indi- 
cated. 

Resistance of the patient depends on 
both general and local factors. The gen- 
eral factors involved in the resistance of 
the host are those related to his general 
physical status. The presence or absence 
of anemia, the nutritional status and 
blood protein level, and the presence of 
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an intercurrent debilitating disease such 
as metabolic, pulmonary, cardiac or renal 
disease are all of importance in determin- 
ing the physical status. Local factors de- 
pend on the condition of the tissue. These 
are affected by the surgical procedure; 
rough handling or excessive trauma to 
the tissue lowers its resistance to infec- 
tion. Anything that tends to impair the 
blood supply will cause necrosis and de- 
struction. 

The congenital deformities that will 
be discussed are cleft lip and cleft palate, 
and lingual and labial frenums. Acquired 
deformities to be discussed are traumatic 
(accidental or surgical), neoplastic and 
developmental. 


@ Plastic Surgery of the Lip 


Cleft lip deformities are most ef- 
fectively repaired by some modification 
of the quadrilateral flap technic, origi- 
nally described by Hagedorn and recently 
modified by LeMesurier. 

The quadrilateral flap is arranged so 
that it interdigitates on both sides of the 
cleft, thus allowing repair and healing 
with a broken line, rather than a straight 
one. This is done so as to prevent the 
deformity that occurs with the scar con- 
tracture of a straight line repair. The nos- 


Associate professor of surgery (head and neck), 


Albert 
Einstein College of Medicine. 








tril is also rotated to look like the normal 
side. Proper alignment of the vermilion 
margin and the creation of a “cupid’s 
bow” is attempted for a good cosmetic re- 
sult (Fig. 1). A key suture is that at the 
vermilion edge. Chromic catgut no. 0000 
or 00000 is used for buried sutures in the 
muscle layer and for mucosa. Fine Der- 
malon is the suture material of choice for 
the skin sutures. 

Neoplasms of the lip are removed by 
different technics depending on their size 
and location. Small lesions not located 
near the commissures of the lip are re- 
moved by a wedge resection. Closure is 
accomplished in layers, with the mucosa, 
muscle and skin sutured separately. The 
most important suture is the one that is 
inserted at the vermilion edge of the lip, 
for proper alignment of the vermilion bor- 
der is the key to a proper plastic repair. 
With larger lesions requiring the removal 
of more tissue, a larger wedge of lip is 
removed, and repair frequently is aided 
by the use of a cross-lip pedicle flap. The 
flap is taken from the opposite lip and is 
usually one half the size of the removed 
wedge of tissue. This allows an equal 
reduction in the size of both lips. The 
marginal vessel is preserved, and usually 
the flap is rotated with the pedicle closer 
to the commissure thus allowing for the 
best possible vascular supply. The flap 
is sutured in layers into the defect. The 
lower portion of the wedge is closed in a 
Y fashion to decrease the size of the de- 
fect. The mucosa, muscle and skin are 
sutured separately, and care is taken not 
to impair the blood supply in the pedicle. 

The pedicle is left attached for 10 
to 14 days, or longer depending on the 
size of the flap and condition of the tissue. 
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The flap may be tested by compressing the 
neck of the pedicle. When the graft has 
developed an adequate collateral blood 
supply, the pedicle is severed and the ver- 
milion border is realigned (Fig. 2). 
Lesions located near or at the com- 
missure of the lip are more difficult to 
repair. Cheek tissue has to be advanced, 
and it may be necessary to remove a 
wedge of tissue to allow advancement. 
Traumatic deformities of the lips can 
be repaired by advancement or rotation 
of flaps using a similar technic. A naso- 
labial flap can be rotated to replace miss- 
ing portions of the upper or lower lip 
(Fig. 3 and 4). The tissue is taken from 
the nasolabial crease. The nasolabial 
crease is used because with healing the 
scar falls in a natural line or fold and is 
rarely noticeable. Also with larger flaps, 
advantage can be taken of the blood sup- 
ply as a vessel courses along this line. The 
graft should rarely be more than twice the 
length of the width at its base, and the 
base should be as wide as its widest point. 
Care should be taken with the degree of 
rotation so as not to impair the blood 


supply. 


@ Plastic Surgery 
of the Oral Cavity 


Repair of cleft palate deformities are 
performed by a modification of the von 
Langenbeck mucoperiosteal flap opera- 
tion. A complete cleft may be repaired in 
more than one stage if the defect is wide. 
A vomer flap may be the technic used as 
the first stage, and a modified von Langen- 
beck procedure with or without a push- 
back is used as a second stage. A Wardill 
V-Y push-back repair may be used for the 


second stage. A vomer flap is used in the 














satay 
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Fig. 1—Above left: Preoperative view of left unilateral complete cleft lip. Above right: Postoperative view 
of child at the age of six. Center left: Preoperative view of bilateral complete cleft lip. Center right: Post- 
operative view of child at one year. Below left: Preoperative view of right unilateral complete cleft lip in 
child four years old. Below right: Postoperative view six weeks later 
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repair of unilateral complete clefts of the 
hard palate when the defect is unusually 
wide. This is a simple procedure that is 
accomplished by rotating the mucoperi- 
osteum of the vomer, as one would the 
leaf of a book, and inserting it under the 
mucoperiosteum at the opposite edge of 
the cleft. This leaves the horizontal por- 
tion of the vomer denuded; however, the 
defect covers itself rapidly, and within 
four months the entire hard palate has 
the appearance of never having been 


cleft. Occasionally this procedure can be 
performed at the same time as a von 
Langenbeck mucoperiosteal closure, thus 
repairing the entire palate at one sitting. 
Usually the second stage closure of the 
soft palate is performed about four to six 
months after the vomer flap procedure. A 
modification of the vomer flap can be used 
in bilateral cleft palates. 

The mucoperiosteal closure of a cleft 
of the hard palate consists of stripping the 
mucosa from the edge of the cleft and 





Fig. 2—Above: Preoperative view of squamous cell epithelioma of left half of lower lip. Below left: Opera- 
tive view showing wedge from upper lip, half the size of removed tissue. Pedicle to upper lip still attached. 
Below right: Two months postoperative, showing minimum deformity 
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Fig. 3—Left: Keloid of left side of upper lip with elevation of vermilion border. Right: Nasolabial flap 


rotated into area after removal of keloid 


elevating mucoperiosteal flaps almost the 
full width of the hard palate. The hamu- 
lar processes are fractured, thus convert- 
ing the tensor palatine muscles into 
levators, and the aponeurosis of the palate 


is cut on both sides. The aponeurosis con- 
sists of the reflection of the nasal mucosa 
from the hard to soft palate, and the at- 
tachment of the soft palate musculature 
to the posterior edge of the hard palate. 
The muscle bundles are then freed from 
attachment alongside the internal ptery- 
goid muscle and displaced mesially. The 
pedicle attachments consisting of the vas- 
cular supply of the palate are thinned out 
and stretched, so as to allow closure of 
the muscle bundles in the midline. 
Enough freedom should be obtained to 
allow closure without tension. It should 
not be necessary to use encircling tension 
sutures or lateral packing. Repair of the 
palate is then accomplished using no. 
0000 chromic catgut and closing the de- 
fect in layers. One suture layer is utilized 
for closure of the nasal mucosa and mus- 


cles with the knot tied on the nasal side 
of the palate, and the other layer approxi- 
mates the oral mucosa and musculature 
and interlocks with the first row of su- 
tures. The sutures are both of the vertical 
mattress and simple single type with the 
knot placed on the palatal surface. 

A Wardill V-Y repair is a similar re- 
pair except that anteriorly over the hard 
palate, the incision is carried backward 
from the lateral incisor or cuspid region 
in a V fashion, with the apex of the V 
at the hard palate edge of the cleft. The 
closure is then the same for the soft palate, 
but over the hard palate, the closure is 
effected by a push-back in a Y manner, 
thus lengthening the palate the length of 
the middle arm of the Y. As with the 
other palatal procedures, no. 0000 catgut 
is the suture material of choice, and the 
sutures do not have to be removed. 

The pharyngeal flap operation is the 
procedure used to correct velopharyngeal 
insufficiency. Velopharyngeal _ insufhi- 
ciency may occur in patients with cleft 
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Fig. 4—Above left: Traumatic injury of lip with necrosis. Above right: After spontaneous separation with 


scarring. Below: After rotation of nasolabial flap 


palates, after bulbar poliomyelitis because 
of paralysis of the soft palate, and rarely 
after adenoidectomy. The defect causes a 
nasal type of speech with leakage of air 
through the nose known as rhinolalia. 
The flap best suited is based inferiorly. 

A flap is prepared from the posterior 
pharyngeal wall about two-thirds to three- 
fourths the width of the wall. The su- 
perior transverse pole is cut as high as 
possible, and the flap contains both mv- 
cosa and muscle. The cut edges of the 
remaining pharyngeal mucosa are then 





sutured in the midline, thus epithelizing 
the raw pharyngeal surface. The flap is 
left attached inferiorly. A similar but nar- 
rower and shorter flap of mucosa is then 
elevated from the posterior half of the soft 
palate and is left attached to the posterior 
edge of the palate. This is rotated so as to 
allow a superior mucosal lining on the 
nasal side of the pharyngeal flap which is 
sutured to the mucosal defect of the soft 
palate. Healing is usually uneventful and 
the result is the presence of two narrow 
lateral openings from the nasopharynx to 
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Fig. 5—Above left: First step in preparation of pharyngeal flap which is based inferiorly. Above right: 
Closure of raw surface of posterior pharyngeal wall. Below: Postoperative view of flap. Flap must be wide 


to be of value 


the oropharynx instead of one large cen- 
tral opening. This also aids velopharyn- 
geal closure in instances of paralyzed soft 
palates, as the flap exerts a backward pull 
and the pharyngeal constrictors accom- 


plish the closure (Fig. 5). 


@ Plastic Surgery for Oroantral 
or Oronasal Fistulas 


Oronasal or oroantral fistulas most 
often occur as the result of trauma. Oro- 
antral openings most often occur after ex- 
tractions of teeth in the bicuspid or molar 
region and oronasal openings after the 





removal of impacted maxillary cuspid 
teeth. Accidental trauma or the removal 
of neoplasms, incomplete repair of cleft 
palates, and specific granuloma infections 
such as syphilis are other causes for such 
openings. 

Small openings less than a few milli- 
meters in size present no problem since 
repair is easily accomplished by elevat- 
ing and suturing the mucoperiosteum. 
Slightly larger openings can be closed by 
a mucoperiosteal sliding flap either from 
the palatal or buccal side. The more difh- 
cult conditions with larger openings or 
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those with a history of previous surgical 
failure usually require the use of the more 
complex double flap technic. It should 
not be necessary to use any hard tissue 
or metal to aid in closure. The principle 
of the closure follows a basic principle of 
plastic surgery. There should be a mu- 
cosal lining for all surfaces, and no raw 
areas should be left exposed. The tissue 
flaps consists of several layers wherever 
possible, and contain both mucosa and 
periosteum. This gives more stability and 
insures a better blood supply. 

When an oroantral fistula is present, 
it is imperative to be certain that there is 
no infection present in the antrum before 
closing the opening. If polyps are present, 
they must be removed surgically, by curet- 
tage. The antrum should be irrigated un- 
til no infection remains, and antibiotics 
are used as indicated. It is essential that 
intranasal drainage be established, prefer- 
ably through the normal opening. If there 
is any question of obstruction at the time 
of the surgical closure, an intranasal an- 
trotomy is performed. Postoperatively the 
patient is placed on antibiotics, and in- 
structed not to blow his nose. Nasal de- 
congestion and shrinkage may be needed 
and the use of nose drops, antihistamines 
and antibiotics is permissible in selected 
instances. 

In determining the size of flaps, the 
same principle is followed as for flaps 
elsewhere, but the critical size proportion 
of length to width is smaller when the 
flaps are thinner. A double flap technic 
is used for the closure. One flap is turned 
180 degrees as one does the leaf of a 
book, with the hinge part at the margin 
of the opening. When larger openings 
are present, flaps may be turned from 


two sides of the opening. Sutures of no. 
0000 chromic catgut are used to close the 
nasal surface of the opening with this first 
flap. The knot of the suture is placed on 
the upper surface of the defect. The oral 
surface is then closed by rotating or ad- 
vancing a mucoperiosteal flap. This is 
sutured into place using the same suture 
material. This allows the raw surface of 
the rotated flap to be covered with mu- 
cosa. A buccal or labial mucoperiosteal 
flap of this type is advanced by severing 
the periosteum some distance from the 
opening, thus allowing the flap to slide 
over the defect (Fig. 6). 

A palatal flap should take advantage 
of the vascular supply of the palate and 
include a blood vessel. The flap can be 
twice as long as it is wide, or even longer 
with adequate vascular supply. Occasion- 
ally with large openings the initial flap 
may have to be a double one meeting in 
the midpoint of the defect. This may be 
necessary, as the flap may be too thin and 
delicate if an attempt is made to use a 
single rotated flap attached to the edge 
of the defect. When thin rotated flaps are 
used, the initial ratio of width to length 
is usually the reverse of that for the 
thicker pedicle flap. The width at the base 
usually should be twice the length of the 
flap. 


@ Correction of 
Abnormal Frenum 


The lingual or labial frenum is a 
congenital band of tissue. An abnormal 
lingual frenum may cause tongue-tie 
and varies in degree from a thin band 
of mucosa to a thick tie extending up to 
the tip of the tongue and including mus- 


cle. Very thin bands can be separated by 
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a simple incision. The simplest repair is 
a transverse cut through the frenum, sepa- 
rating the underlying muscle if any is 
present, and then suturing the cut surface 
vertically. 

A thicker frenum can be repaired by 
a Z-plasty. The mid cut of the Z goes 
along the frenum vertically and two arms 
go out in each direction from the ends 
of the mid cut. Transposition of the flaps 
relieves the band and changes the direc- 
tion of the middle arm to a transverse one. 
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The lingual frenum is removed to allow 
movement and protrusion of the tongue. 
This is important in the correction of 
some speech defects. 

The abnormal labial frenum may oc- 
cur with either the upper or lower lip. 
When located in relation to the upper lip, 
it is usually a thicker band and is at- 
tached at the alveolar ridge, often causing 
a diastema between the maxillary central 
incisors. Repair usually is accomplished 
by a narrow V incision with the apex at 





Fig. 6—Above left: Oroantral fistula with history of three unsuccessful attempts at closure. Each attempt 
was followed by a greater defect. Above right: Initial bi-valve flap to be rotated to provide mucosal lining 
to antrum. Below left: Palatal flap utilizing blood supply rotated to cover defect. Below right: Fistula closed. 


Denuded portion of palate granulating over 
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the alveolar ridge. The soft tissue between 
the incisers is removed and closure then 
is achieved by a vertical suture line. The 
lower labial frenum is usually thinner and 
does not extend as far toward the alve- 
olar ridge. It looks innocuous: however, 
it is necessary to correct the defect, since 
the frenum exerts a pull along the lower 
gingival margin and is a cause of perio- 
dontal disease. A simple transverse inci- 
sion sutured vertically relieving the un- 
derlying muscle is usually all that is 
necessary for repair. 


@ Correction of 
Alveolar Resorption 


Resorption of the alveolar ridge 
causes difficulty in wearing and using a 
lower denture. The sulcus can be deep- 
ened or the muscle attachments can be 
advanced to help denture retention. In 
some instances, however, resorption may 
continue to thin out the vertical height 
of the mandible. In these patients there 
may be danger of fracture of the bone. 
The mental nerve may exit from the su- 
perior surface of the mandible, and the 
problem of making a denture is almost 
insurmountable. Some have attempted 
the use of implant dentures for these pa- 
tients. Some procedure that will increase 
the height of the mandible by replacing 
some of the resorbed bone is a more physi- 
ological approach. This can be accom- 
plished by the use of a bone graft, the 
most satisfactory type being autogenous 
bone taken from the iliac crest as shown 
in Figure 7. 

The graft can be placed as one piece 
or can be placed in three or four sections. 
The graft is obtained from the iliac crest, 
and the cortex is removed, shaped and 


inserted under the periosteum of the man- 
dible on the occlusal surface. An acrylic 
tray splint or an old lower denture with a 
hollowed out ridge can be used to support 
the graft. If a one-piece graft is used, the 
incision is made around the mandibular 
arch vestibular to the mandible. The in- 
cision is carried through the soft tissue, 
and then the incision through the peri- 
osteum is made very low, near the inferior 
border of the mandible. The soft tissue 
and periosteum then are elevated from the 
outer surface of the mandible and the iliac 
crest graft is fitted into place on the sur- 
face of the ridge. The mucosa and peri- 
osteum are then sutured over the graft. 
The surface of the mandible may be 
roughened or filed before the graft is 
placed. The acrylic splint with a supple- 
mental buccal flange is then placed over 
the new ridge and kept in place by cir- 
cumferential wiring. If individual sections 
of bone graft are used, two horizontal in- 
cisions are made in both mental foramen 
or cuspid regions. The incision through 
the soft tissue tunnels out a path, and the 
incision through the periosteum is placed 
close to the lower border of the mandible. 
The periosteum and soft tissue are then 
elevated as high as the occlusal surface 
of the mandible. Two blocks of iliac crest 
bone are placed, one in each molar re- 
gion, and one or two blocks are placed 
anteriorly to complete the arch. 

The incisions are closed without 
drainage, and splints are applied as before 
and kept in place for six or eight weeks. 
Full dosage of antibiotics should be used 
for the first week and a maintenance dose 
thereafter. The circumferential wires and 
splint are removed after six to eight weeks. 
A denture can be made shortly thereaf- 
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Fig. 7—Above left: Preoperative view showing resorbed alveolar ridge and mandible. Above right: Post- 
operative view showing mandibular ridges suitable for denture. Center: Grafts in place. Below: Exploration 
showing union of graft and mandible 
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ter. Follow-up of four such cases has 
shown satisfactory results for periods as 
long as four years. 


= Summary 


Gentle handling of tissue, preserva- 
tion of blood supply, and prevention of 
infection are the most important factors 
in surgery. 

In surgery of the lip, the key suture 
is at the vermilion margin. Proper align- 
ment of this margin is the most important 
cosmetic consideration. The closure of 
oral fistulas should be performed by a 


procedure that allows mucosal lining of 
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both surfaces of the fistula. This usually 
means a double flap technic. The same 
principles are important in both oronasal 
and oroantral fistulas. In mandibles with 
severe resorption of the alveolus and of 
the vertical dimension of the bone, where 
there is difficulty in fitting dentures, a 
new procedure is advocated. The pro- 
cedure consists of placing an iliac crest 
bone graft on the mandible, thus increas- 
ing the height of the bone. Successful 
results have been obtained in several in- 
stances. The procedure is a more physi- 
ological approach than that of implant 
dentures.—764 Park Avenue. 





@ REHABILITATION IN REsPiRATORY INSUFFICIENCY 


Greatly expanded knowledge of the physiology and biochemistry of respiration, together with the 
technical skills developed in the care and rehabilitation of patients with respiratory paralysis now 
make it possible to apply an effective method of care for treatment of patients with severe respiratory 
insufficiency due to a great variety of causes. The fundamental principles are essentially the same 
as in treatment of all disorders in which an inadequate pulmonary ventilation is associated with 
respiratory acidosis, disturbed metabolism, right-sided heart strain or failure and accompanying 
psychobiological changes. The first essential is adequate respiratory assistance to relieve the patient 
of the work of breathing and to correct respiratory acidosis. This may require tracheostomy, artificial 
respiration for varying periods of time, gradual reduction in respiratory assistance, a graduated 
exercise and strengthening program and the whole gamut of services included in the concept of 
rehabilitation. While this regime of management does not include any new methods or concepts, 
it does involve the coordinated application of technics which are usually utilized as separate treat- 
ment procedures or as brief supportive measures without adequate understanding of the need for 
full restitution of function. When the available technics are applied in a well-coordinated manner, 
the prognosis for recovery can be remarkably changed for the better even in seemingly hopeless 
situations.—Leon Lewis, Application of Rehabilitation Technics in Respiratory Insufficiency, Archives 
of Physical Medicine and Rehabilitation, March 1958. 














New method for reduction of acute dislocation 


of the temporomandibular articulations 


w W. Basil Johnson, D.D.S., Great Lakes, Ill. 


The temporomandibular articulation is the 
only joint in the human body which can 
be dislocated without action of an external 
force. 

In the past three years, 17 acute dis- 
locations of the temporomandibular ar- 
ticulation have been reduced successfully 
by this new method. All the dislocations 
treated were bilateral and nontraumatic 
with anterior displacement. 

In a dislocation of the temporo- 
mandibular articulation, the condyle rests 
on the anterior slope of the articular emi- 
nence, or anterior to it, on the infratem- 
poral plane. 

A classic picture is presented: the 
mouth is wide open, and the patient is 
unable to close the mouth. Any attempt 
to close the mouth manually causes the 
patient excruciating pain. Considerable 
salivation, noticeable trismus and much 
apprehension are universally present. 

In many persons the condyle and the 
disk pass to the anterior slope of the ar- 
ticular eminence when the mouth is fully 
opened. Sicher’ stated, “. . . a pathologic 
dislocation from this position is caused by 
faulty muscular correlation.” Under nor- 
mal conditions the closing movement be- 
gins with a retraction of the mandible 
which brings the condyle into a safe posi- 
tion behind the height of the articular 
eminence. This means that the retracting 
portions of the mandibular musculature, 
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namely, the deep portions of the masseter 
muscle and the posterior portion of the 
temporal muscle, probably aided by the 
digastric and geniohyoid muscle, contract 
before the elevating portion of the mas- ’ 
seter, temporal and internal pterygoid 
muscles act with full force. At the same 
time, the external pterygoid muscle, which 
had pulled the disk and mandible for- 
ward, must relax to allow for retraction 
of the mandible. 

If this accurate coordination of 
muscle action is disturbed, dislocation 
probably will occur. For instance, if at the 
beginning of the closing movement the 
external pterygoid muscle contracts or re- 
mains in a state of contraction instead of 
relaxing, the elevator muscles of the man- 
dible will exert their force while the con- 
dyle is still anterior to, or at the height of, 
the articular eminence so that a disloca- 
tion is unavoidable. The attempt of the 
retracting muscles to bring the mandible 
back into its normal closed position is then 
futile." 

In any dislocation, reduction by 
means of forcing the muscles and liga- 
ments to yield is contraindicated. Prob- 


The opinions or assertions contained herein are the private 
ones of the writer and are not to be construed as official or 
reflecting the views of the Navy Department or the naval serv- 
ice at large. 

Captain, Dental Corps, U. S. Navy. Chief, dental service, 
U. S. Naval Hospital. 


1. Sicher, Harry. Oral anatomy. St. Louis, C. V. Mosby 
Co., 1949. 








ably the most practiced and certainly the 
treatment of choice, according to almost 
every oral surgery textbook, is manual 
manipulation. This method of reduction 
of dislocations of the temporomandibular 
articulation is accomplished by opening 
the jaws as widely as possible, depressing 
the mandible in the molar region and 
forcing the rami upward and backward. 
The condyles theoretically are thus made 
to glide over the eminences and back into 
the articular fossae. The pain resulting 
from this type of manipulation is gen- 
erally excruciating. This method of re- 
duction although usually successful is 
not as simple as one is led to believe. A 
general anesthetic, intravenous barbitu- 
rates and other forms of heavy sedation 
generally are necessary adjuncts for the 
manual manipulation and reduction of 
an acute dislocation of the temporoman- 
dibular articulation. In most instances, 
these adjuncts are not always available. 

In the last three years we have suc- 
cessfully reduced 17 bilateral, anterior dis- 
locations of the temporomandibular articu- 
lation under local anesthesia. All these 
joints had been dislocated for a period 
varying from 15 minutes to 3 days. 

Ten of the patients were referred 
with histories of unsuccessful attempts of 
reduction with manual manipulation and 
traction. In one instance, the patient had 
undergone two unsuccessful attempts of 
reduction under thiopental sodium. The 
dislocation, which had been present for 
three days, was reduced while the patient 
was under local anesthesia. 


w Method 


The preauricular area of the face is 
prepared with an accepted skin antiseptic. 
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Either the right or left preauricular area 
may be used as the site of injection, as it 
is only necessary to inject the local anes- 
thetic unilaterally despite the fact that 
the dislocation may be bilateral. The 
gloved index finger palpates the depres- 
sion of the glenoid fossa, which is easily 
accomplished as the heads of the con- 
dyloid process are locked anterior to the 
eminences in the articular plane. A 1.8 cc. 
Carpule of lidocaine hydrochloride is 
loaded into the breech of a syringe 
equipped with a 25 gauge, 1% inch 
needle—the usual length and gauge for 
intraoral injections. The needle is inserted 
into the subcutaneous tissues of the de- 
pression of the glenoid fossa, while direct- 
ing the needle inward and slightly an- 
terior toward the head of the condyloid 
process. The anesthetic solution is in- 
jected slowly as the needle progresses into 
the tissues. When the posterior slope of 
the eminence or the head of the condyloid 
process is contacted, the needle is slightly 
withdrawn and the remaining anesthetiz- 
ing solution is injected into the tissues 
surrounding the glenoid fossa (Fig. 1). 
The adie then is withdrawn. 

In all 17 patients, the dislocations 
were reduced spontaneously without 
manual manipulation in approximately 
one minute. In one instance, in a disloca- 
tion of three days’ duration, a bilateral 
injection was made, because at the time it 
was not realized that the injection was 
required unilaterally only. 


= Comment 


In the dislocation of the temporo- 
mandibular articulation the four power- 
ful muscles of mastication, namely, the 
masseter, temporal, internal pterygoid 
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and external pterygoid muscles, are in a 
state of spastic contraction. Relaxation of 
these muscles is the prime prerequisite for 
the reduction of the dislocation. This is 
best accomplished by the injection of a 
local anesthetic into the tissues of the 
temporomandibular joint space. 

The mandibular musculature is a 
functional unit, harmonized, correlated, 
and balanced by a delicate feedback 
mechanism.” It is believed that the regu- 
lating reflexes of the mandibular muscula- 
ture originate in the proprioceptive nerve 
endings of the capsule, capsular ligament, 
and the loose connective tissue, rich in 
blood vessels and nerves, which connects 
the posterior border of the disk to the cap- 
sule (Fig. 1). Any disturbance of this 
regulatory mechanism may have serious 
consequences. 






ARTICULAR 


CAPSULAR 
LIGAMENT 


Fig. 1—Relationship of condyle to articular 
eminence in acute, anterior dislocation. Note 
stretching of capsule, capsular ligament, and nerve 
bearing loose connective tissue and attachment of 
this tissue to the disk. Also note needle direction 
and approximate site of deposition of local anes- 
thetic 








Fig. 2—Anatomic specimen representing position 
of condyle, stretching of loose connective tissue, 
capsular ligament and fibers of capsule in acute 
dislocation of temporomandibular articulation 
(Illustration courtesy of Harry Sicher) 


Dislocation of the temporomandib- 
ular articulation is the result of a dis- 
turbance of this regulatory mechanism, 
which is believed to be caused by the ab- 
normal, sustained stretching of the cap- 
sule, capsular ligament, and the loose 
connective tissue of the temporomandib- 
ular joint (Fig. 2). This abnormal stretch- 
ing causes the proprioceptors to shower 
impulses to the muscles involved in the 
dislocation. These muscles are irritated 
and go into spasm and contracture; such 
disturbances are self-perpetuating and 
self-aggravating. 

The medial and anterior direction 
of the needle makes the capsule, capsular 
ligament and the loose connective tissue 
of the temporomandibular joint accessible, 
and the local anesthetic is injected caus- 
ing the nerve impulses to be arrested, and 
relaxation of the muscles of mastication 


2. Sicher, Harry. Structural and functional basis for dis- 
orders of the temporomandibular articulation. J. Oral Surg. 
13:275 Oct. 1955. 
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occurs. Thus, the dislocation of the tem- 
poromandibular joint is self-reducing. 
Since it has been necessary only to 
inject the local anesthetic unilaterally in 
the reduction of bilateral dislocations of 
the temporomandibular articulations, it 
becomes apparent that there must be a 
synergistic action of the muscles of masti- 
cation bilaterally. This synergistic action 
is seen in the spasm of the muscles bi- 
laterally in acute dislocations. Conversely, 
if one set of the muscles is relaxed by 
means of local anesthesia, the opposite set 
becomes relaxed without anesthetic inter- 
ference. This is a personal observation, 
and has been observed only in the bi- 
lateral dislocations. No instances of uni- 
lateral, nontraumatic, acute dislocations 


@ Hormones, Viruses AND CANCER 


have been observed by the author. Uni- 
lateral subluxations have been observed in 
instances of chronic subluxation, but in 
each instance the patient has been able 
to reduce the subluxation without undue 


difficulty. 


@ Summary 


A new method for the painless re- 
duction of acute, bilateral dislocations of 
the temporomandibular articulations has 
been developed. The reduction is accom- 
plished by the unilateral injection of local 
anesthetic into the tissues of the temporo- 
mandibular joint space. Seventeen pa- 
tients have been treated successfully over 
a three year period with this procedure 
with no adverse reactions. 





The administration or withdrawal of hormones can stimulate or control the growth of certain cancer 
types. In animals, too, it has been shown that the growth of cancers can be stimulated by dis- 
turbing endocrine balances and that often these cancers can be controlled by restoring normal 
endocrine balance. Prolonged and excessive stimulation of a target organ by trophic hormone first 
causes hyperplasia of the animal’s target organ, then formation of benign nodules and the malignant 
tumors. At first these cancer types may be dependent for their continued growth on the persistence 
of the endocrine imbalance that produced them but, finally, if the imbalance persists, autonomous 
cancers develop and can grow in animals in which there is no longer any endocrine imbalance.— 
George Crile, Jr. A Speculative Review of the Role of Endocrine Imbalances in the Genesis of 
Certain Cancers and Degenerative Diseases. J]. Nat. Cancer Institute Feb. 1958. 














Insurance company coverage 


for in-hospital dental costs 


w J. F. Follmann, Jr., New York City 


Insurance companies in this country might 
be described as having approached pro- 
tection against the costs of dental care 
with some hesitation. This is not to say 
that some protection is not afforded. To 
the contrary, traditional hospital and sur- 
gical expense coverages include some de- 
gree of dental care coverage (more usually 
by administrative procedure than by con- 
tract), and very recently some experiments 
in writing more complete coverages are 
evident. It is difficult, however, to recon- 
cile the many variations in policy pro- 
visions and administrative practices in the 
payment of benefits into a readily identi- 
fiable pattern. 


@ Present Coverage 


Under basic group hospital expense 
coverage, companies generally appear to 
consider confinement which occurs at the 
recommendation of a dentist or oral sur- 
geon. This is done by broad administra- 
tion of the policy, however, and not by 
specific contractural language, since the 
contract usually requires that confinement 
be on the recommendation of a qualified 
licensed physician. Under group surgical 
expense coverage, company practice ap- 
pears to differ, although there appears a 
distinct trend to cover dental surgery re- 
quired as a result of accidental bodily in- 
jury for any truly operative procedure 
covered by the surgical schedule in the 
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contract. This might be done either ad- 
ministratively or contractually. With re- 
spect to surgical procedures performed by 
a dentist or oral surgeon as a result of dis- 
ease, greater differences in insurance com- 
pany practices become evident, although 
extraction or repair of diseased teeth, other 
than impaction and alveolectomies, are 
not generally contemplated. Some com- 
panies exclude by contract all dental work, 
some exclude all but alveolectomies and 
impactions on an in-hospital basis, and 
some (by administration or contract) 
cover any truly operative procedure per- 
formed by a dentist or oral surgeon. Cer- 
tain of these latter limit the coverage to 
in-hospital care, others limit it to cutting 
operations, and others have neither limita- 
tion. Group medical expense coverage 
usually excludes any visits in connection 
with dental work but would cover labora- 
tory and roentgenographic examination 
expenses as a result of accidental injuries 
to natural teeth. 

With respect to group surgical ex- 
pense coverage, it is of interest to note 
that a recent study’ made by the Society 


Presented at the Second Institute Workshop on Hospital 
Dentistry, co-sponsored by the Council on Hospital Dental 
Service, American Dental Association, the American Hospital 
Association and the American Medical Association, June 2, 
1958. 


Director of information and research, Health Insurance 
Association of America. 

1. Stuek, W. H. What the industry is doing in the dental 
field. Presented before the 1958 Annual Group Insurance 
Forum, Chicago, February 17, 1958. : 
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of Actuaries reveals that of 100,000 sur- 
gical claims processed by eight insurance 
companies, 2 per cent were for the re- 
moval of impacted teeth. This number 
exceeded such surgical procedures as gall 
bladder and kidney operations. 

Practices with respect to the newer 
group major medical or comprehensive 
medical expense plans defy generalization. 
Some cover work performed as a result 
of accidental injury to natural teeth in- 
cluding their initial replacement with 
dentures. Others limit such coverage to 
in-hospital care. Still others additionally 
cover hospital charges resulting from den- 
tal surgery, necessitated by accident or 
otherwise. These coverages might be by 
contract or by administration. 

One insurance company commenced 
in 1949 providing coverage for general 
dental care in or out of a hospital. The 
coverage is part of medical care insurance 
and, to date, has been written on several 
groups. It provides broad coverage with- 
out limitations, except orthodontic care. It 
does, however, contain a 50 per cent co- 
insurance feature. The company considers 
the effort successful but still distinctly 
experimental. 

Individual and family policies of hos- 
pital, surgical, medical, and major medical 
expense insurance usually follow the 
same variation in practices as is true with 
respect to group coverages; the coverage 
being provided is by administrative pro- 
cedure rather than contractual language. 
In January, 1958, however, one company 
changed its hospital-surgical policies to 
include specifically costs resulting from 
dental surgery. The coverage includes 
hospital board and room costs and miscel- 
laneous hospital expenses when confine- 


ment is for dental surgery and when 
under the care of a legally qualified den- 
tist. The costs of the surgery are also 
covered, all being, of course, subject to 
the terms of the contract. Such procedures 
as extractions, removal of cysts, fractures, 
and management of infections are cov- 
ered. Excluded are such work as fillings, 
crowns and bridges, dentures and other 
prosthetic appliances. This development 
was brought about as the direct result of 
cooperation between the insurance com 
pany and the American Dental Associa: 
tion. 

Although the foregoing recital de- 
scribes in a general way the present extent 
of insurance company coverage of in- 
hospital dental care costs and indicates 
the fact that the companies are experi- 
menting to find a correct and insurable 
pattern, it does not serve to demonstrate 
the degree of interest of the insurance 
companies in dental care. Working co- 
operatively with the American Dental 
Association for the past year, the Health 
Insurance Association of America, repre- 
senting 265 insurance companies writing 
health insurance, is presently attempting 
to develop the sorely needed statistical 
base. Should it become possible to de- 
velop such statistics, progress toward more 
insurance company coverage for dental 
care would be appreciably aided. 

Meanwhile, the House of Delegates 
of the American Dental Association, in 
November 1957, approved a statement 
of policy” which states, in essence, (1) the 
immediate objective of the Association 


2. American Dental Association. Statement of policy of 
American Dental Association on medical and surgical care 
rendered by dentists under commercial insurance contracts. 
Transactions, American Dental Association, 1957. Chicago, 
The Association, 1957. 
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should be to assist in the development of 
a more effective interpretation of exist- 
ing contracts, and (2) that the long-range 
objective should be clear identification in 
insurance contracts of allowed procedures 
performed by a qualified dentist. The in- 
surance company practices cited would 
indicate that their approaches and the 
policy of the American Dental Associa- 
tion are essentially commensurate and 
that progress is being made. 


m@ Problems 


The hesitation on the part of insur- 
ance companies generally to move more 
rapidly in specifically including in-hospi- 
tal dental costs in their contracts, despite 
the fact that by administrative procedure 
they pay many of such costs, is founded 
in several problems with which the insur- 
ance companies find themselves _pre- 
sented. 

1. One of these might be considered 
a matter of definition. What are the types 
of care to be covered? Which are the pro- 
fessional disciplines to provide such care? 
Are the distinctions clear within the hos- 
pitals and among the professions? These 
are some of the questions which confront 
the insurance companies in arriving at 
concise contractual definitions. One as- 
pect of this problem is observable in the 
report of the Commission on Financing 
Hospital Care. In discussing the functions 
of a general hospital as respects dental 
care the Commission stated :* 

A period of supervised practice in an in- 
stitution is not required before license is 
granted for the practice of dentistry. Most hos- 
pitals do not have organized services. . . . The 
hospitals should strengthen their service pro- 
grams through the conduct of dental examina- 
tions of patients upon admission and through 





the establishment of dental departments. . 

It is therefore recommended that: Dental in- 
ternships and residencies should be established 
in large hospitals in which adequate educa- 
tional programs can be developed under com- 
petent guidance and supervision. 


There is no presumption here to at- 
tempt to evaluate such professional mat- 
ters. Suffice to say that what appears to 
be an other than precise pattern as be- 
tween hospitals on the one hand and 
physicians and dentists on the other, and 
the definitions of the types of dentists 
who are permitted to perform certain 
kinds of services, serve to make more com- 
plex the problems of insurers. Insurers 
necessarily are cautious about contractu- 
ally entering a form of coverage in which 
there might be difficulty in both defining 
and confining the benefits to the protec- 
tion intended, and hence in which it 
might be difficult to maintain benefits 
paid in actuarially sound relationship to 
the premium charged. 

2. Another problem is that of dis- 
tinguishing between in-hospital dental 
care and other forms of dental care in the 
sense of not encouraging unnecessary 
hospitalization as a result of limiting the 
insurance coverage to in-hospital care. 
Rudolph Friedrich* of the American 
Dental Association has wisely counseled 
that: 


The insurance benefit will have to cover 
procedures performed in the office as well as 
those performed in the hospital; otherwise the 
use of hospitalization to comply with the con- 
tract will place an unnecessary burden upon 


3. Commission on financing hospital care. Hospital care 
in the United States. New York, The Commonwealth Fund, 
1947. 


4. Friedrich, R. H. Dentistry’s interest in present health 
insurance. Presented before the 1958 Annual Group Insurance 
Forum, Chicago, February 17, 1958. 
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hospitalization insurance. It would seem that 
other controls should be investigated in order 
to prevent improper utilization of health insur- 
ance which covers dental services. 


This proper admonition opens for 
consideration the subject of insuring den- 
tal care costs of all types and wherever 
performed. Although this much broader 
subject is beyond the scope of discussion 
here, it is of vital importance that cog- 
nizance be taken of the problem which it 
presents and that its significance not be 
overlooked. 

That the admonition is not an idle 
one is illustrated by a recent experience of 
dentists placing patients in a hospital 
overnight in order to take care of a nor- 
mal decaying condition of the teeth. The 
result is a cost of anywhere from $25 to 
$50 for maintenance procedures which 
otherwise would have cost from $5 to $10 
in the dentist’s office. One company esti- 
mates that recently it has paid almost 
$1,500 in benefits for such unnecessary 
hospitalization and has now had to ex- 
clude hospital confinement for dental 
work from the coverage unless required 
for treatment of an accidental bodily in- 
jury or sickness or unless surgery is 
involved. 

This experience serves to illustrate 
that if insurance coverage is limited to in- 
hospital dental care in order to provide 
coverage for burdensome medical costs, it 
may bring about unnecessary use of hos- 
pital facilities, increased costs of medical 
care, and increased insurance costs. It in- 
dicates, again, why insurance companies 
display some hesitancy in contractually 
making provision for protection against 
in-hospital costs, since to do so leads to 
much more extensive considerations. 





3. A still further problem which 
confronts the insurance companies is the 
difficulty and expense of revising their 
contracts. The American Dental Associa- 
tion has recognized this when three of its 
councils, in a joint report to its House of 
Delegates last year stated the following: 


The revision of language required to spec- 
ify procedures within dental as well as the 
medical field will require expensive readjust- 
ment on the part of the insurance companies. 
In the absence of sound statistics and proper 
wording to assure exclusion of cumulative and 
elective dental care benefits, the insurance 
companies have been reluctant to make such 
adjustments. 


4. A final reason for the hesitancy 
of insurance companies to provide specifi- 
cally, by contract, coverage for in-hospital 
dental costs is the nonexistence of com- 
plete and usable statistics on which valid 
cost predictions might be made. Data are 
sorely needed on the number or inci- 
dences of hospitalization and treatment 
and the amounts or costs involved in hos- 
pital confinement or surgical treatment 
for dental conditions as compared with 
similar data resulting from treatment by 
doctors of medicine. Such data have not 
been gathered by insurance companies as 
a result of the contractual language cus- 
tomarily used. As has been stated, there 
has been a reluctance to date to construct 
policy language which would of neces- 
sity have to include cumulative and per- 
haps elective dental care cost. However, 
it is hoped that the joint efforts of the 
American Dental Association and the 
Health Insurance Association of Amer- 
ica, to which previous reference has been 
made, will serve to eliminate or reduce 
this problem. 
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w Comment 


I have attempted to outline the na- 
ture of insurance company coverage for 
in-hospital dental costs. It has been seen 
that the approaches vary widely; that 
while, generally, the costs of hospital care 


are covered, practices differ greatly as re- 
spects the dental services provided. This is 
natural in an area of coverage which is 
still largely experimental.°—750 Third 
Avenue. 


5. Follmann, J. F., Jr. Insuring dental care costs. J.A.D.A. 
56:194 Feb. 1958. 


Effect of prepayment plans 


on an oral surgery practice 


@ Irvin V. Uhler, D.D.S., Lancaster, Pa. 


In order to evaluate the effect of prepay- 
ment plans on my practice, several quali- 
fying factors must be set forth clearly at 
the outset. I operate in a two-man office, 
and our practice is limited to oral surgery. 
We are located in a region where there 
is a good balance between agriculture and 
industry. Because of the rural aspect, my 
associate and I, in connection with our 
specialty, cover nine hospitals; at five I 
am in the capacity of consultant; at four 
I have a major staff appointment as oral 
surgeon. These institutions range in size 
from 1,036 bed Veterans Administration 
hospital to a 48 bed hospital for children 
with rheumatic fever. The people com- 
posing the rural segment of the popula- 
tion are largely members of the Mennon- 
ite and Amish sects whose customs pre- 
clude insurance in the sense that we 
know it. When a catastrophe strikes, the 
group comes to the financial and material 





aid of the unfortunate. Finally, in addi- 
tion to Blue Shield, whose program makes 
hospitalization mandatory for benefits for 
oral surgical procedures, there are several 
commercial plans operating in our area 
which have similar stipulations. All of the 
foregoing qualify the evaluation herein 
presented. 

In 1956, payment for hospital pro- 
cedures accounted for 50.50 per cent of 
our gross income. Of this, prepayment 
plans paid 16.10 per cent. Of the income 
derived from hospitalized patients alone, 
31.37 per cent was paid by the various 


Presented at the Second Institute Workshop on Hospital 
Dentistry, co-sponsored by the Council on Hospital Dental 
Service, American Dental Association, the American Hospital 
Association and the American Medical Association, June 2, 
1958, Chicago. 

Staff oral surgeon: Lancaster General Hospital, Lancaster 
Cleft Palate Clinic, and Lancaster Heart Haven, Lancaster, 
Pa.; the Milton Hershey School, Hershey, Pa. Consulting 
oral surgeon: St. Joseph’s Hospital, Lancaster, Pa.; Ephrata 
Community Hospital, Ephrata, Pa.; Veterans Administration 
Hospital and Good Samaritan Hospital, Lebanon, Pa.; Ma- 
sonic Homes Hospital, Elizabethtown, Pa. 
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insuring agencies. Further examination 
reveals that income from Blue Shield ac- 
counted for 9.60 per cent of our gross in- 
come and 18.72 per cent of our income 
from hospitalized patients. Commercial 
plans provided 7.50 per cent of our gross 
income and 12.65 per cent of our hospital 
income. 

In 1957, payment for hospital proce- 
dures amounted to 43.55 per cent of our 
gross income. Of this, prepayment plans 
contributed 20.85 per cent of the gross 
income of the practice and 47.94 per cent 
of the income derived from hospitalized 
patients. Continuing, we find that Blue 
Shield paid 11.39 per cent of our gross 
earnings, and accounted for 26.67 per 
cent of the income from hospitalized pa- 
tients. Commercial plans provided 9.46 
per cent of our gross income and 21.27 
per cent of our hospital income. 

Medicare has had no effect on our 
practice. Since its inception, only three 
patients have consulted us under this pro- 
gram. All were informed that their phy- 
sicians would first have to make a diagno- 
sis and recommendation for hospitaliza- 
tion, and the patients, thus far, have not 
returned to our office. 

At this point it must in all fairness 
be mentioned that we are in a territory 
where Blue Shield is comparatively weak 
in membership. We have no large steel 
plants or other large industries which they 
cover. Much of the Blue Shield coverage 
is bought on an independent basis rather 
than through a group plan. The indus- 
tries buy their programs on a competitive 
basis. Consequently, in the interests of 
cost conservation, many oral surgery bene- 
fits included under Blue Shield contracts 
are cut back or deleted altogether in the 
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commercial plans. Here is a quotation 
from a letter from the safety director of 
a local industry. 


Since our surgical fees for dental surgery 
are so few, I have taken the liberty of listing 
them below, hoping they will guide your sec- 
retary in completing our surgical insurance 
form: 


Dental Surgery: 
No benefits allowable, except for: 


ROR Pee ee 31.25 
Sequestra, removal of (alveolar 
process excepted) ......... 62.50 


Surgical treatment, cutting op- 
eration for pyorrhea, each 


NE 9k 654 40 450 88:0 12.50 
Tooth, impacted (unerupted), 
eA re ee ae 31.25 
Tumors; benign—requiring 
hospitalization ............ 31.25 
benign, not requiring hospi- 
RUDI, 5) 55.5 a0s do ache 3.500 12.50 
ee oes ee ee 62.50 


This is an example of a firm which 
once held Blue Shield coverage and later 
bought a commercial plan at less cost, 
with obvious results. 

I am very well pleased with the oral 
surgery allowances under Blue Shield in 
Pennsylvania, and consider them very 
fair. At one plant in our community, 
there is a commercial plan which com- 
pares favorably with the Blue Shield plan. 
At another, the plan pays 83 per cent of 
the claim, at still another 60 per cent. 
From there, they gradually slant down- 
ward until finally there is no allowance 
for oral surgical procedures. There is one 
very unusual plan which pays on the 
basis of sutures required, at the rate of 
$15 a suture! 

In conclusion, our figures show that 


for the year 1956, when 31.37 per cent 
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of the income derived from hospitalized 
patients was paid from prepayment plans, 
the patients made up 68.63 per cent of 
the cost of surgery from their own re- 
sources. In 1957, when the prepaid seg- 
ment of the income from hospitalized pa- 
tients was 47.94 per cent of our gross in- 
come, the patients were paying 52.06 per 
cent. These statistics indicate that in 1957 
the patients paid 12.57 per cent less from 
their own pockets. In 1956, Blue Shield 
alone covered 6.07 per cent more than 
all of the commercial plans combined for 
hospitalized patients, and reflected 2.10 
per cent more in our gross earnings. In 
1957, Blue Shield led the commercial 
plans by 3.40 per cent in payments for 
hospitalized patients and by 1.93 per cent 
in our gross income. It should be remem- 
bered that Blue Shield is weak in member- 
ship in our area. In other sections of 
Pennsylvania, Blue Shield accounted for 
35 per cent, and in isolated instances 
nearly 50 per cent, of gross office earnings.’ 

Any report such as this will have 
shortcomings. It includes all hospitalized 


@ Vatue ofr MEN anv Books 


patients, many of whom paid all of their 
own expenses. Some hospitalized patients 
were of necessity omitted, such as those 
who were reimbursed by their insurance 
companies on the basis of our receipted 
bills. These constitute a small group. Also 
omitted were patients who were paid di- 
rectly by their insurance companies but 
who failed, in turn, to pay us. Happily, 
these too are a minority group. Anyone 
preparing an analysis such as this who 
practices in Pennsylvania cannot help but 
slant the endeavor in favor of Blue Shield. 

Earlier it was mentioned that one in- 
dustry had a comparable plan. With this 
sole exception, there is no other plan 
operating in our area which leaves the 
wage earner without a balance due for 
oral surgical services. This report has been 
done on an analytical basis and an attempt 
has been made to avoid reference to so- 


cial or economic doctrine.—548 North 
Duke Street. 


1. Personal communication. 


The value of many men and books depends solely on their faculty for compelling all to speak 
out the most concealed and intimate things.—F. W. Nietzsche. 
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Cholesteatoma of the mandible: report of case 


@ Conrad J. Spilka, D.D.S., Cleveland 


A relatively rare cystic tumor, cholesteatoma, 
occurred in a young and otherwise healthy 
man, and because it appeared to be a cyst, was 
treated as are most cystic tumors, by simple 
enucleation. Differentiation by roentgeno- 
graphic examination was difficult so that a 
definite diagnosis could be made only by micro- 
scopic examination. 

Thoma! describes a small cholesteatoma 
which he excised from a patient’s mandible. It 


Fiz. 1—Preoperative photograph showing location 
of cystic lesion 
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contained a large number of slitlike spaces left 
from the dissolved cholesterol, which were sur- 
rounded by large foreign body giant cells and 


some granulation tissue. 


HISTORY—A white man, aged 20, was first 
seen on October 20, 1954, because of persistent 
pain in the lower left side of the jaw. In Jan- 
uary 1953 the patient had received a jaw injury 
when his automobile collided with another car. 
He was given first aid in a nearby hospital. No 
definitive care was required at that time. Pain 
and swelling of the mandible continued for one 
week and then subsided. The patient then had 
had intermittent pain which became progres- 
sively worse with each attack. On October 1, 
1954, the patient visited his dentist because of 
a persistent pain in the lower left molar region. 
He was referred to me because of the bizarre 
nature of this discomfort. Roentgenograms were 
taken which revealed a large cystic area at the 
lower border of the mandible and also an im- 
pacted third molar. The patient was admitted 
to the hospital for diagnosis and treatment (Fig. 


1). 


LABORATORY DATA—The pertinent labora- 
tory findings were as follows: blood phosphorus, 
blood calcium, uric acid, and alkaline phos- 


phatase were all within normal limits. Acid 


Assistant professor, department of oral surgery, School of 
Dentistry, Western Reserve University. 

1. Thoma, K. H. Oral pathology, St. Louis, C. V. Mosby 
Co., 1941, p. 660. 
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Fig. 2—Left: Preoperative view taken Oct. 20, 1954, showing cystic tumor. Right: Postoperative view 


taken June 18, 1955, showing regeneration of bone 


phosphatase was elevated to 5.1 mg. per 100 
cc. in contrast to a normal value of 0 to 1.1 
mg. per 100 cc. The results of the Kahn test 
were negative; urine tests were negative, and 
routine blood cell counts and hemoglobin value 
were within normal limits. 


ROENTGENOGRAPHIC EXAMINATION—Later- 
al jaw views disclosed a large cystic area about 
15 mm. in diameter extending from the lower 
border of the left side of the mandible to the 
superior border of the inferior dental canal 
(Fig. 2, left). The skeletal survey revealed no 
evidence of metabolic disturbance or addi- 
tional destructive lesions. 


OPERATION—Under local anesthesia, (2 
per cent procaine), an incision 3 cm. in length 
was made beneath the lower border of the left 
side of the mandible extending forward from 
a point near the angle. The platysma muscle 
was carefully transected, and the external 
maxillary artery and vein were dissected free, 
ligated and cut. The mucoperiosteum was in- 
cised and reflected from the bone. In this 
manner the cystic area was located, and the 
overlying cortical plate of bone removed. 

The cystic defect was found to contain a 
yellow caseous, crystalline substance which 
surrounded the inferior alveolar nerve. The 
nerve was elevated and the contents of the cyst 
were removed. The deep structures in the 
operative region were closed with no. 000 





chromic sutures, and the skin was approxi- 
mated and closed with interrupted sutures of 
fine silk. 


PATHOLOGIC EXAMINATION—The gross 
pathologic examination revealed that the speci- 
men consisted of multiple small, irregularly- 
shaped fragments of bone to which were at- 
tached a small amount of friable mottled 
yellow, gray and red tissue. The largest piece 
of tissue measured 0.6 cm. in length. The 
microscopic examination of tissue revealed it to 
be composed of connective tissue in which 
there were numerous large foam cells with 
many eccentrically displaced nuclei. There 
were a few irregular spicules of bone which 
were being destroyed by a proliferation of 
granulation tissue. 

The microscopic examination of bone 
sections taken through the bone chips revealed 
that in some areas they were composed of large 
thick trabeculae. In other areas, there was con- 
siderable osteoporosis, and the spicules were 
irregular and widely separated by a prolifera- 
tion of fibrous connective tissue. The haversian 
canals were enlarged, and there was both 
osteolytic and osteoblastic activity. In some 
areas, the growth lines were noticeable, and the 
osteoblasts were large and easily identified. In 
some of the spicules there was a thin layer of 
osteoid tissue and around others there were 
small areas of cartilage. In some sections, there 
were a few multinucleated giant cells which 
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were small, resembling osteoclasts. There were 
a few areas in which were typical foam cells. 

The diagnosis was cholesteatoma with 
osteolytic and osteoblastic activity. 


coursE—The first postoperative day was 
uneventful except for paresthesia of the left 
side of the lower lip. On the fourth day the 
sutures were removed. The remainder of the 
convalescent period was uneventful. The pa- 
tient was discharged from the hospital on No- 
vember 24 with instructions to return in four 
weeks for observation. He was last seen on 
June 18th, 1955. Roentgenographic examina- 


tion at that time revealed good regeneration of 
bone (Fig. 2, right). 


COMMENT— This case report is interesting 
in that it presents a rather unusual type of 
cystic tumor in an unusual location. Before 
any treatment is instituted, when cystic lesions 
of unknown origin are present, it is imperative 
to have a skeletal survey as well as laboratory 
tests to rule out hyperparathyroidism. The true 
nature of these lesions can be determined only 
by microscopic examination. The impacted 
third molar was removed because it was thought 
to be contributing to the patient’s pain. 


Osteochondroma of the coronoid process 


of the mandible: report of case 


@ Albert A. Antoni,* D.D.S., M.S.D.; Alan Brown,t D.D.S., 
and Joseph H. Johnson,t D.D.S., Toronto, Ontario, Canada 


On August 1, 1957, a white man aged 29 
years complained of » progressive deformity of 
the left side of the face and of a loud crackling 
sound when he opened his mouth. 


HIsTORY—The patient had received a blow 
with a stone on the left side of the face during 
an altercation at a soccer game in his native 
Greece about five years previously. He had 
been taken to a hospital where roentgeno- 
graphic examination was made, and was told 
that he had no fractures of any of the facial 
bones. The patient recalled that he had sub- 
sequently developed a massive swelling and 
that this had been incised and drained intra- 
orally. He had been informed at the time that 
the “blood was being drained out.” The swell- 
ing had been tender and associated with per- 
sistent pain but subsided in approximately four 


weeks. He had continued to be asymptomatic 
for about three years. He had then first noted 
the developing asymmetry of his face. The 
crepitus had commenced about six months 
later. Both these symptoms had become pro- 
gressively more severe during the past year. 


PHYSICAL EXAMINATION— The patient was 
a well-developed, well-nourished man. Asym- 
metry of the left upper third of the face was 
readily perceived. On external palpation the 
left zygomatic bone seemed to be responsible 
for the deformity. It was larger and more 
prominent than the corresponding member on 
the right side. 


*Senior oral surgeon, Toronto General Hospital. 
{Senior intern, Toronto General Hospital. 


£Professor of oral sugery, Faculty of Dentistry, University 
of Toronto. 
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On intraoral palpation there was a well- 
circumscribed bony mass that could be located 
in the mucobuccal fold region opposite the 
upper left first and second molars. It was not 
tender and moved freely on excursions of the 
mandible. The patient's ability to open his 
mouth was not limited in any way. 

The patient’s blood pressure was 125/75, 
pulse rate 78, respiration rate 16 and tempera- 
ture 98.6. The remaining physical examination, 
past medical and familial history were essen- 
tially negative and noncontributory. 


ROENTGENOGRAPHIC EXAMINATION — The 
following films were taken: (1) posteroan- 
terior view of the skull; (2) Waters’ view of 
the facial bones, and (3) right and left lateral 
oblique views of the mandible. 

The report subsequently received was as 
follows: “The films show clouding in both 
maxillary antrums particularly on the left side. 
The lateral wall of the left maxillary antrum 
appears to have been displaced inward reduc- 
ing the volume of the antrum by almost two 
thirds. The zygomatic arch itself both on the 
left and the right appears to be intact with 
no evidence of recent fracture. The zygomatic 
arch on the left, however, is somewhat less 
convex outward than that on the right side. 


This suggests an old injury with straightening 
of its convexity. A tongue of corticated bone 
appears to extend forward and slightly medially 
from the left coronoid process of the mandible 
into the infratemporal fossa. This appears to 
abut the deformed lateral wall of the left an- 
trum and reaches almost to the anterior root 
of the zygomatic arch. The remainder of the 
facial bones and of the skull show no other 
roentgenographic evidence of trauma or de- 
formity” (see illustration, left). 


OPERATION—On August 12, an excision 
biopsy of the growth was performed. The pa- 
tient was premedicated with pentobarbital 
sodium, 0.13 Gm. (2 grains), and scopolamine 
hydrobromide, 0.32 mg. (1/200 grain), given 
intravenously just prior to the commencement 
of the operation. The patient was then draped 
and the mouth prepared in the usual manner. 
Posterosuperior alveolar, infraorbital and an- 
terior palatine injections were made using a 
total of 4 cc. of 2 per cent lidocaine hydro- 
chloride. 

An incision approximately two inches in 
length was made directly over the mass intra- 
orally. The incision was started in the buccal 
tissues opposite the upper left first molar, and 
extended posteriorly in a gentle curve over the 





Left: Preoperative view showing growth on left coronoid process and resultant deformity of malar bone 
and zygoma. Right: Postoperative view with growth removed, showing where it was excised from coronoid 


process 
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external oblique line of the mandible, stopping 
short of the retromolar triangle. 

The tissues were carefully dissected to ex- 
pose the mass. Special care was exercised at 
all times to avoid damaging the duct or orifice 
of the parotid gland. Once the mass was well 
localized it was found that when the mouth 
was open wide, the mass protruded somewhat 
out of the incision. The dissection was then 
carefully extended further down to the point 
where the mass became continuous with the 
coronoid process proper. At this point a surgi- 
cal bur was used to separate the mass from the 
coronoid process. The detached bony mass was 
then dissected free from its attachment to the 
temporal muscle as well as from all the tissues 
on its deeper aspect, and finally delivered 
through the incision. A further piece was re- 
moved from the coronoid process with rongeur 
forceps and the cut end of the process was 
smoothed with files. The wound was closed 
with no. 000 interrupted black silk sutures, 
and the specimen was submitted to the labora- 
tory for microscopic examination. 


POSTOPERATIVE CARE—The postoperative 
course was uneventful. The swelling, trismus 
and pain were within normal limits. Cold was 
applied extraorally for short interrupted periods 
during the first few postoperative hours, and 
warm saline rinses were used three times daily 
starting on the first postoperative day. The pa- 
tient received antibiotics preoperatively and 
postoperatively, and postoperative pain was 
controlled effectively with meperidine hydro- 
chloride administered orally. A postoperative 
roentgenogram is shown in the illustration, 


right. 


PATHOLOGICAL REPORT—“The specimen 
consists of two pieces of bonelike tissue. The 
largest is 2.5 cm. in length and is irregular in 
shape. One surface is rounded and smooth and 
the others are irregular and roughened. The 
other piece is smaller and cartilaginous in con- 
sistency. They are irregular. The smaller and 
a section of the larger will be submitted for 
decalcification. 

“Microscopically the tissue from the left 
coronoid process of the mandible consists of 





several irregular fragments of compact bone 
associated intimately with a mass of highly cel- 
lular proliferating cartilage, the free surface of 
which is covered by a dense fibrous cap. 
“Histologically the cartilage cells exist in 
a disorderly arrangement although there is not 
any marked degree of cellular pleomorphism as 
far as their individual detail is concerned. 
“The cartilaginous outgrowth is more 
cellular however than is usually encountered 
in cartilaginous exostosis in other bones, and 
in its more superficial aspects tends to have a 
myxomatous appearance. The lesion is con- 


sidered benign.” 


piaGNosis—The diagnosis was osteochon- 
droma of the left coronoid process of the man- 


dible. 


DISCUSSION— [his unusual case is the first 
of its kind that we have seen. We have treated 
a few instances of condylar hypertrophy, but 
never one involving the coronoid process. 

A review of the literature revealed this 
type of lesion with its specific location to be 
rare.!-7 However, it was noted that Shackelford 
and Brown®:8 have recorded four cases of os- 
teochondroma involving the coronoid process 
of the mandible, giving rise to restricted jaw 
motion. In their cases the main symptom was 
painless, progressive limitation of jaw mobil- 
ity. All their patients had swelling over the 
involved bone or expansion of the zygomatic 
arch. One of their patients gave a history of 
previous injury, as did the patient in the case 
reported here.®:§ 


1. Archer, Harry 7 aac of oral surgery. Philadelphia, 
W. B. Saunders Co., 

2. Mead, a? > Vv. ‘Oral surgery, ed. 4. St. Louis, 
cv. Mosby Co., 

3. Scudder, ey 4 Tumors of the jaws. Philadelphia, 
W. B. Saunders Co., 1912. 

4. Sharp, George S. Oral cancer and tumors of the jaws. 
Toronto, McGraw-Hill Co. of Canada, Ltd., 1956. 

5. Ward, Grant E., and Hendrick, James W. Diagnosis 
and treatment of tumors of the head and neck. Baltimore, 
Williams and Wilkins Co., 1950. 

6. Lichtenstein, Louis. Bone tumors. St. Louis, C. V. 
Mosby Co., Zz. 

7. Coley, B. L. Neoplasms of bone and related conditions: 


their etiology, pat and treatment. New 





York, Paul B. Hoeber, Inc., 1949. 


8. Shackelford, R. T., and Brown, W. H. Osteochondroma 
of the coronoid process of the mandible. Surg., Gyn. & Obst. 
77:51 July 1943. 
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An external approach seems to have been 
generally employed for the surgical removal 
of these tumors.*:5»7® With this approach an 
incision is made over the zygomatic arch, which 
is surgically exposed and resected. The osseous 
tissue of the arch is preserved and wired. The 
tumor is then dissected free and severed from 
the coronoid process with a Gigli saw. The 
zygomatic arch is then replaced in a manner 
similar to an autogenous bone graft, and the 
wound is closed.>§ 

We believe that an intraoral approach 
such as has been described here is satisfactory 
for the removal of these tumors where applic- 
able. The main advantage is that it avoids any 
scarring on the face and the necessity for sub- 
sequent union of bone at the operative site. 
Possible injury to the facial nerve is minimized. 

It was noted that the lesion occurred at 


the site of a tendinous insertion, as osteochon- 
dromas commonly do in other parts of the skele- 
ton.*:6 7,911 Although osteochondromas are 
rare in the jaws, nevertheless they may occur 
in the region of the condyloid and coronoid 
processes. In this instance the tumor was re- 
ported histologically benign, but because of 
the highly proliferating cartilage and the 
tendency toward a myxomatous appearance, 
the possibility of malignancy must be kept in 
mind.!* The patient will be kept under the 


closest observation. 


9. Brown, George V. Surgery of oral and facial diseases 
and malformations, ed. 4. Philadelphia, Lea & Febiger, 1938. 

10. ew ~ C. F., and Copeland, M. “ A aes of 
bone, ed. 3. Philadelphia, J. B. Lippincott Co., 

11. Thema, _ H. Oral surgery, ed. 2. St. ae cS ¥. 
Mosby Co., 


52. one ‘Wales. Pathology, ed. 6. Philadelphia, Lea & 
Febiger, 1953. 


Tantalum in temporomandibular arthroplasty 


after twelfth postoperative year: report of case 


@ J. Orton Goodsell, D.D.Sc., Saginaw, Mich. 


Tantalum, over the years, has proved itself in 
many ways to be a material that is well tolerated 
by tissue. In 1947 I! reported a case of tem- 
poromandibular ankylosis. Arthroplasty had 
been performed in 1945, utilizing the so-called 
Risdon? method with the added feature of in- 
terposition of tantalum foil between the sec- 
tioned ends of the ascending ramus to prevent 
reunion of the bone fragments. It should be 
recalled that this approach involves a subman- 
dibular incision at the angle and subsequent 
exposure of the lateral surface of the ramus. 
The clinical result at the time of the 
original report was excellent, and time has 





proved that, in this instance at least, the method 
is sound. The tantalum foil which was used 
was too thin, and fragmentation of the metal 
occurred. However, it did not affect the suc- 
cessful result. Foil of 0.0005 to 0.0025 inch 
thickness is preferable to that which was used 
in this instance. 

The patient has been seen from time to 
time since the operation. She is comfortable 
and has adequate mandibular function. On 





1. Goodsell, J. O in tunpengmendiede: arthro- 
plasty: report of case. he Oral Surg. 5:41 Jan. 1947. 

2. Risdon, F. E. Ankylosis of the temporomazillary joint. 
J.A.D.A. 21:1933 Nov. 1934. 
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Patient twelve years after arthroplasty. Above: Patient in open mouth position. Below left: Mandible in 
open position. Below right: Mandible in closed position 


February 4, 1958, the accompanying photo- 
graph and roentgenograms were obtained. It 
will be noted that she is able to open her mouth 
satisfactorily (see illustration, above). The 
roentgenograms Cillustration, below) show the 
open and closed mouth positions. The two, 
small, stainless steel retention loops can be seen 
as well as the fragmented, edge views of the 
tantalum foil. 

The good result obtained plus the tech- 
nical simplicity of the operation and the free- 
dom from serious operative or postoperative 


complications suggest that the reported pro- 
cedure should be considered as the one of 
choice in the treatment of this disorder. Cer- 
tainly, advanced and complicated conditions 
such as bony ankylosis involving the condyle, 
sigmoid notch, zygomatic arch and coronoid 
process, for example, are extremely difficult 
surgical problems when approached through a 
preauricular incision. It would be well to con- 
sider using the reported method in the surgical 
management of similar problems.—501 Second 


National Bank Building. 














Compound, comminuted fracture of 
body of mandible: 


report of case 


@ Noah R. Calhoun,* D.D.S., M.S.D., and Robert L. Perkins,t 
D.D.S., M.S.D., Tuskegee, Ala. 


Compound, comminuted fractures of the man- 
dible frequently present problems in securing 
adequate fixation because of loss of available 
teeth. The following report is presented be- 
cause it is an instance in which such a fracture 
was treated successfully with simple intermaxil- 
lary fixation. 


HISTORY—A male veteran, aged 33, was 
admitted to the Veterans Administration Hos- 
pital, Tuskegee, on August 7, 1956, with the 
following diagnoses: compound, comminuted 
fracture of the right radius; compound, com- 
minuted fracture of the left femur; compound, 
comminuted fracture of the left side of the 
mandible; and foreign bodies in the left hip, 
right and left gluteal regions. The patient 
stated that he had been shot with a pistol, a 
German Luger, ten days prior to the date of 
admission. He was referred to the oral surgery 
clinic because of pain and tenderness in the 
left side of the mandible and disturbance in 
mastication. 


CLINICAL EXAMINATION—The lower left 
one third of the face was swollen; the chin and 
the midline of the face were shifted to the left 
side. A laceration in the left submental region 
showed the entrance of the bullet, and a small 
laceration in the left zygomatic arch region in- 
dicated its apparent exit. A clear to a greyish- 
colored fluid was exuding from the wound in 
the zygomatic region. Several other lacerations 
were observed near the midline of the neck. 

The oral mucosa was lacerated and ecchy- 
motic in the left mandibular molar and cuspid 
tegions. The superior border of the left side 
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of the mandible was exposed in the edentulous 
first and second molar regions. Crepitus, ab- 
normal mobility and discontinuity of the man- 
dible were detected. Disturbance in occlusion 
with considerable deviation to the left side were 
prominent (Fig. 1). 

With the exception of the other fractured 
bones, the physical examination revealed no 
findings pertinent to the treatment of the facial 
injuries. 


ROENTGENOGRAPHIC EXAMINATION— The 
roentgenographic examination included postero- 
anterior and lateral views of the skull and jaws. 
A grossly comminuted fracture of the mandible 
(Fig. 2) was revealed in the left first molar and 
bicuspid region. Several small radiopaque con- 
figurations, resembling metallic objects, were 
overlying the fragments of the mandible. The 
anterior segment was displaced laterally and 
downward; the posterior segment was displaced 
upward and medially. 


HOSPITAL COURSE AND TREATMENT—On 
August 10, the patient was premedicated with 
secobarbital 100 mg. and meperidine 50 mg. 
Under local anesthesia with a 2 per cent lido- 
caine and epinephrine solution, the fractured 
mandible was reduced and immobilized. 

The oral cavity was prepared for surgery 
in the usual manner, and the lacerated mucosa 
was sutured. Labial arch wires were attached 
to the maxillary and mandibular teeth with 
stainless steel wire. The mandibular arch bar 


*Oral surgeon, V.A. Hospital. 
tFormerly oral surgery resident, V.A. Hospital. 
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Fig. 2—Preoperative views 





Fig. 3—Postoperative views 
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terminated at the site of fracture. A single wire 
ligature was placed around the left mandibular 
third molar. This ligature was then attached 
to the maxillary arch bar to obtain fixation 
of the posterior segment. Intermaxillary elastics 
were applied to the arch bars for 24 hours. 
After the teeth assumed a normal relationship, 
the elastic bands were replaced with stainless 
steel wires. 

The fixation was maintained until Sep- 
tember 29, at which time the intermaxillary 
wires were removed and the fracture site was 
examined. The segments were slightly mobile, 
therefore fixation was re-established and main- 
tained until November 19, when clinical union 
was demonstrated. The patient experienced 
some difficulty in executing the various excur- 
sions of the mandible. 

The postoperative roentgenograms _ re- 
vealed that the segments and fragments were 
in fair alignment. During the period of hos- 
pitalization, the patient received daily irriga- 


@ SyMPATHY AND EMPATHY 


tion of the oral cavity with an alkaline aromatic 
solution, a high caloric and protein liquid diet, 
adequate antibiotic coverage and vitamins. 

The patient was recalled nine months 
later for a follow-up examination. He was able 
to carry out the normal excursions of the man- 
dible. The postoperative roentgenograms (Fig. 
3) revealed the radiolucent demarcations of 
the old comminuted fracture of the left side of 
the mandible. The segments were in fair align- 
ment and a metallic fragment was seen at the 
site of the old injury. 


suMMARY—A patient was seen who had 
sustained a compound, comminuted fracture of 
the left side of the mandible. Simple inter- 
maxillary fixation was utilized successfully in 
treating this extensive fracture. With proper 
and adequate antibiotic therapy to control in- 
fection, teeth in or near the line of fracture may 
be used to secure adequate immobilization of 
fractures of the mandible. 





The act or capacity of entering into or sharing the feelings of another is known as sympathy. Empathy, 
on the other hand, not only is an identification of sorts but also connotes an awareness of one’s 
separateness from the observed. One of the most difficult tasks put upon man is reflective commitment 
to another’s problem while maintaining his own identity. The ways in which one person may react 
to another are infinite. A subtle and significant feature of a happy practice is to remain unencumbered 


by the patient’s problem.—Charles D. Aring, Sympathy and Empathy, J.A.M.A. May 24, 1958. 
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Oral surgery education 


EVERY THINKING ORAL suRGEON realizes that the future of our specialty rests to a great 
extent on the quality of our educational programs. The young men who are being trained 
today and who will be trained in the future must measure up creditably against their 
competitors in medicine or our specialty will surely atrophy and die. Today we have 
outside competition in our field whether we acknowledge it or not, and if our specialty 
as we know it is to survive, the quality of patient care by oral surgeons must necessarily 
be better than that given by the men in medicine who choose to treat oral surgery prob- 
lems. Not too many years ago our field was well defined and there was relatively little 
competition for oral surgery cases in the various communities. Today the problem is vastly 
different. Plastic surgeons and otolaryngologists have suddenly taken great interest in 
the field of oral surgery, and even though they may not openly attempt to legislate re- 
strictions against oral surgeons in their local hospitals, they have become keenly competi- 
tive for many of the types of cases we have always considered to be within our field. 

What then should be our attitude toward this development? Certainly we should 
not merely disregard the movement nor should we take the attitude that because our new 
competitors are physicians, their right to pre-empt our field is supreme. Instead we must 
take a realistic attitude based primarily upon what is best for our patients and therefore 
for the public. Every possible effort must be expended to strengthen our training programs 
to insure the development of the highest possible capabilities in the oral surgeons of the 
future. Certainly if we are the group most capable of caring for the oral problems of the 
public in the future we should by all standards continue to care for the vast majority 
of this group of patients. 

Undergraduate and graduate programs should be evaluated with care, with the 
purpose of constantly improving them. Minimum standards must be developed and 
constant pressure must be exerted to improve these standards in all areas of the country. 
We have grown to accept a three year graduate program as our standard, but is it suff- 
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cient? If it is kept at three years, how can we strengthen it? The present policy of spending 
one year in basic science study and then using six months of the two years remaining 
for training in anesthesia leaves too little time to train properly an oral surgeon for 
clinical practice. 

One possibility, which certainly should be explored to its fullest, is the new program 
of one university medical center which provides clinical training in anesthesia during the 
year of basic science study which it has expanded to a full calendar year. This approach 
has much to recommend it, for it not only allows for an adequate educational background 
in anesthesia but also allows for the clinical application of physiology, pharmacology, 
physical diagnosis and anatomy over a full year instead of eight months. Properly 
organized and developed, such a program may well improve the competence of the young 
trainee in the vital problem of caring for sick patients early in his career, and at the 
same time reserve a longer period for training in clinical oral surgery. 

Oral surgery educational programs should be the vital concern of oral surgeons 
everywhere, and everything possible should be done to assist in their development. The 
time has come to close ranks, to work together in a concerted effort to reinforce and 
strengthen our graduate educational programs to the point where their quality is un- 
questioned. When this has been accomplished, our most important problems will be 
well on their way to solution.—Fred A. Henny. 
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@ DiAsTEMA AND REMOVAL 
oF Superior LABIAL FRENUM 


Q.—What is the current thinking concerning 
the removal of an abnormal superior labial 
frenum in conjunction with a diastema_be- 
tween the central incisors? 


A.—There are two factors to be considered in 
the excision of any enlarged labial frenum. 
First, the existence of postoperative scar tissue 
after the excision of the frenum and second, 
the difficulty encountered in correcting the 
diastema if the frenum is left during ortho- 
dontic treatment. 

It is generally agreed that it is easier to 
excise the hypertrophied frenum just prior to 
the insertion of an orthodontic appliance. A 
properly designed surgical technic will, in most 
instances, produce nothing more than a mild 
linear scar in the midline which would be no 
deterrent to orthodontic correction. On the 
contrary, if the frenum is left intact until after 
the diastema has been corrected, the surgical 
excision is considerably more difficult because 
of the crowded condition both labially and 
lingually, and the length of time required to 
close the space orthodontically may be in- 
creased. 

One should be aware of the fact that the 
excision of a labial frenum has a twofold pur- 
pose: to facilitate orthodontic correction of the 
diastema, and to improve the appearance of the 
region by removing the excessive tissue which 
is generally existent in the labial mucosa of 
the upper lip as well as on the crest of the 
alveolus. 


@ DENTURES AND SENSE OF TASTE 
Q.—I have a middle-aged female patient for 


whom I made an upper and lower acrylic den- 
ture nine months ago. Esthetics and function 
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are most satisfactory, both to the patient and 
myself. 

However, the patient recently complained 
that she could not taste certain foods, par- 
ticularly meats, fish and poultry. She first 
noticed this when we made the dentures, and 
the condition has been getting progressively 
worse. She has been checked by her physician, 
who can find nothing wrong. Any information 
would be appreciated. 


A.—Taste is a complex sensation. It is com- 
plex because it involves not only the taste buds, 
but the pain receptors associated with heat and 
cold. In addition, the tactile sense must be 
considered and, of course, the sense of smell. 

Taste buds are found in the palate, 
pharynx, tonsils, epiglottis, floor of the mouth 
and tongue; undoubtedly, the tongue is the 
most important region, with the palate prob- 
ably next. The innervation is made up pri- 
marily by the chorda tympani branch of the 
facial nerve and the glossopharyngeal nerve. 

The dentures should cause no mechanical 
interference with the innervation, since the 
nerves come in from below and toward the 
midline. The fact that the palate is covered 
by the maxillary denture may, of course, cause 
some slight decrease in taste; but this should 
not cause the symptoms described by the pa- 
tient. Since there is no anatomical basis for 
the condition, another explanation must be 
found. 

Some patients who wear a complete maxil- 
lary denture find it difficult to adjust to the 
lack of thermal sensation in the palate when 
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QUERIES AND COMMENTS 


acrylic resin is used. Since the taste sensation 
is related to thermal change, a cast metallic 
palate may improve the situation. The con- 
figuration of the rugae should be evaluated, 
as the patient may find it difficult to use the 
tongue properly against the acrylic palate. If 
this is the case, proper mastication is not 
possible and the patient’s attention is diverted 
away from the taste sensation. 

It is interesting to note the type of foods 
which present a problem. Without exception 
they are foods requiring condiments in greater 
quantity than other foods. It is possible that 
the patient, being deprived of some taste buds, 
does not use sufficient seasoning. Many denture 
patients find this a problem initially. 

A thorough review of the patient's history, 
particularly in reference to medication, should 
be made, as it is possible for the olfactory 
centers to become damaged, thus altering the 
taste sensation. Actual allergy to the acrylic 
resin must be considered, but a clinical mani- 
festation should be present if this were the 
case. Lozenges of one form or another, par- 
ticularly those containing antibiotics have been 
known to deter the taste phenomena. 

Lastly, the psychological alteration which 
may have taken place from wearing dentures 
cannot be overlooked. More obscure, but cer- 
tainly a possibility, is central nervous system 
damage which may have disturbed the taste 
centers. 


@ Wirinc In FrActTurRES 
OF THE EpENTULOUS MANDIBLE 


Q.—Is it acceptable in the treatment of frac- 
tures of the edentulous mandible to wire the 
fractured site by direct wiring only, without 
the use of intraoral splints or other means of 
immobilization? 


A.—Yes. If the wire can be placed in a position 
so that satisfactory immobilization of the frac- 
ture can be obtained and the mandible moved 
as a single unit. One must give careful con- 
sideration to the size of the mandible, since 
the smaller the diameter the more difficult it 
is to stabilize the fragments with wire. An 
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oblique fracture is always difficult to immobilize 
using wire alone, unless a hole can be made 
through both segments at one time. When 
wires are used alone, stability is perhaps best 
obtained by using two wires in an “X” position, 
or by partial circumferential wiring of the 
mandible, or both. 

One must not overlook the possibility of 
using a small metal splint molded to fit the 
individual patient and wired directly against 
the bone. This is particularly helpful when the 
mandible is minute and would not tolerate a 
screw or bur hole. 

This group of patients should always be 
cautioned to remain on a liquid diet until there 
is clinical evidence of union. 


@ Use oF VAsoconstrRICTORS 


Q.—When is it necessary to use a local anesthe- 
tic without the addition of a vasoconstrictor? 


A.—The consensus today is that it is not neces- 
sary to eliminate the use of vasoconstrictors from 
local anesthetic agents if the concentration 
ranges from 1:60,000 to 1:150,000. Studies 
have shown that this amount of vasoconstrictor 
has little or no demonstrable effect if injected 
slowly. Some physicians, however, still suggest 
that the use of vasoconstrictor agents be avoided 
in patients suffering from angina pectoris, coro- 
nary occlusion, cardiac insufficiency or hyper- 
tension. An interesting article by Cheraskin in 
a recent issue of THE JOURNAL OF THE AMERI- 
CAN DENTAL ASSOCIATION discusses some in- 
teresting aspects of this problem. 


@ AccwENTAL SINUS 
OPENING 


OQ.—What treatment should be instituted when 
you accidentally open into a normal maxillary 
sinus while removing a tooth? 


A.—If the buccal plate has been removed, the 
edges of bone should be rounded over and the 
soft tissues brought into close apposition with 
sutures. This does not imply the necessity of 
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complete closure of the socket, but only enough 
to contain a normal blood clot. Should the bone 
remain intact and the opening small, several 
sutures passed across the opening will aid in 
retention of the clot. Some feel that absorbable 
gelatin sponge packed into the opening is ad- 
vantageous but most surgeons agree that a nor- 
mal blood clot is the best means of filling the 
defect. 

Antibiotics should be administered for 
several days. In addition, antihistamines and 
nose drops are desirable to insure adequate 
drainage of the maxillary sinus through the 
nasal ostium. The patient must be cautioned 
not to blow his nose for several days. 


@ OraAL SurGERY 
Durinc PREGNANCY 


Q.—When is it considered permissible to per- 
form oral surgical procedures during pregnancy 
and what precautions should be taken in han- 
dling the patient? 


A.—There is some mild controversy concerning 
the handling of pregnant patients, but it is 


generally agreed that there are no real contra- 
indications after the first trimester. The prin- 
cipal reason for withholding elective surgery 
during this period is to eliminate the possibility 
of criticism should the patient coincidentally 
have a miscarriage. 

If the patient has a history of spontaneous 
abortions, surgical procedures should be care- 
fully considered, as any amount of prolonged 
treatment or trauma may produce an undesir- 
able sequela. Some obstetricians prefer that 
elective surgery be deferred during the last two 
months of pregnancy, particularly if the mother 
has had difficulty in reaching term. Some 
authorities also feel that surgery should be 
avoided during the time when the menstrual 
cycle would ordinarily occur. 

Local anesthesia is preferable in most in- 
stances and the obstetrician should be consulted 
prior to treatment if there is any doubt in either 
the patient’s or the surgeon’s mind. 

Generally speaking, after consultation 
with the obstetrician, treatment and alleviation 
of acute pain should be carried out regardless 
of other factors, because continual pain is 
probably more deleterious than the contem- 
plated surgical procedures. 

















@ Since the advent of the high-speed engine, 
interest has been aroused regarding its feasi- 
bility in the field of oral surgery. Recommenda- 
tions have been made for its use accompanied 
by a water spray and adequate suction appa- 
ratus. One complication of the high-speed 
engine is the possible presence of pulverized 
bone and tooth structure after surgery, which 
tend to act as foreign bodies and produce a 
chronic suppurative alveolitis. Most handpieces 
designed for high speed are contra-angled, 
making it difficult to secure access to the third 
molar region. Further clinical evaluation will 
be necessary before one can justifiably recom- 
mend the routine use of such instruments in 
oral surgery. 


@ Localized alveolar osteitis is an annoying 
complication which plagues the dentist. Be- 
cause there is no quick cure for this condition, 
treatment consists of keeping the patient com- 
fortable, preventing major infection and mini- 
mizing necrosis. 

A surgical cement dressing has been found 
which keeps the area clean and the patient 
comfortable for longer periods than other types 
of dressings. The zinc oxide-eugenol base of 
the cement has a definite ability to reduce bac- 
terial invasion and encourage rapid epitheliza- 
tion at the base of the wound. Once granula- 
tions are recognized over the base, there is no 
need for further coverage. This usually will be 
a matter of five to six days, but in some in- 
stances may take longer. A measure of progress 
is the degree of granulation seen in the site. 

There is one objection to the use of zinc 
oxide and eugenol mixed into cotton fibers: 
the mixture hardens and may become lodged 
beneath an undercut. This objectionable 
property can be eliminated by altering the rou- 
tine preparation of the surgical cement. Instead 
of using eugenol alone, an equal quantity of 
glycerin should be incorporated in the mix- 
ture. Mixing two or three drops each of eugenol 
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and glycerin to a thick paste with zinc oxide 
powder and then incorporating cotton fibers 
will provide an excellent dressing which can 
be withdrawn from the socket with ease even 
though there may be undercuts. The dressing 
usually can be left as long as a week, if neces- 
sary, without discomfort or the accumulation 
of objectionable odors. 

Another aid in the treatment of a painful 
“dry socket” is the use of tincture of benzoin. 
The socket should be irrigated thoroughly and 
then dried with suction and cotton pellets. 
Tincture of benzoin on a well-saturated cotton 
applicator is then placed into the socket. This 
provides a relatively innocuous film over the 
exposed bone and, in conjunction with the 
routine dressing, will usually alleviate all symp- 
toms. 


@ Recent clinical and experimental studies 
seem to indicate the ineffectiveness of various 
heterogenous bone grafts, particularly when 
used to replace structures lost by atrophy or 
surgical intervention. These grafts have been 
unsuccessful in rebuilding atrophied alveolar 
ridges and in attempting to repair the surgical 
bone defects. Though some of the materials 
are tolerated by the adjacent tissues, they do 
not undergo osteoclastic or osteoblastic activity. 
There is even some question whether they 
have any value as a matrix for the formation 
of new bone. Further study may be indicated 
on the use of these materials, particularly study 
of new ones which may be developed; however, 
the autogenous grafts are still the most desirable 
material for the correction of bone defects. 


The comments contained in this section of the Journal do 
not necessarily carry the endorsement of the Journal or its 
editors. They are reported only as clinical observations which 
may or may not survive further clinical investigation and 
scientific appraisal. 

Readers are invited to send their clinical observations to 
S. Elmer Bear, Department of Oral Surgery, Medical College 
of Virginia, Richmond, Va. 





@ TREATMENT OF SQuAMOUS CELL CarCI- 
NOMA OF THE ToncusE. H. W. Southwick, 
M.D., J. W. Otten, M.D., and D. P. Slaughter, 
M.D. Surgery 43:313 Feb. 1958. 


Since the recognition of the natural history of 
squamous cell carcinoma of the tongue, it has 
been shown that 85 per cent of patients with 
this disease died with the tumor confined to the 
region above the clavicles. Because radiotherapy 
has failed in the treatment of this disease, 
surgery has been based on en bloc neck dissec- 
tion. The surgical technics have been mate- 
rially advanced with the discovery of antibiotics 
and advances in anesthesiology. 

The technic of surgical management is, of 
course, based on location and extent of the 
tumor. A tumor which is small and superficial 
and which involves the anterior third or the 
lateral border is usually amenable to partial 
glossectomy. Neck node involvement necessi- 
tates one of the block procedures. When an 
en bloc procedure is technically reasonable it 
is the favored procedure. A tumor which in- 
volves the base of the tongue is least amenable 
to surgery, especially when it extends across 
the midline. In these cases radiation is usually 
more effective. The mandible usually can be 
preserved if there is at least 1 cm. of normal 
tissue around it. En bloc procedures preserving 
the mandible can involve stripping the lingual 
periosteum, or splitting the mandible in the 
midline and then wiring it back in place. 

A comparison of results of radiation and 
surgery seems to indicate a higher five year sur- 
vival rate for patients treated primarily by sur- 
gical technics. The importance of elective neck 
dissection in these cases is shown by the fact 
that in many patients with clinically negative 
nodes, microscopic studies following elective 
neck dissection show a fairly high incidence of 
positive nodes. 


One reason for surgical failure is that pa- 
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tients come for initial treatment when the dis- 
ease is too far advanced. In some cases there 
is more than one primary source of tumor and 
the problem of “field cancerization” is very 
real. The dispersion of cancer cells during 
surgery has been noted, and an _ ulcerating 
lesion should be cauterized before its removal 
is attempted.—Gilbert S. Small. 


@ Fracture OF THE MANpDIBULAR CONDYLE 
IN THE Newsorn. T. R. Broadbent, M.D., and 
A. Hochstrasser, M.D. Plast. & Reconstr. Surg. 
20:171 Aug. 1957. 


One month before delivery, a woman was in- 
volved in an automobile accident. She was 
thrown against the dashboard; however, she 
was not seriously injured and did not require 
medical attention. She had an uneventful, full 
term, spontaneous delivery. 

In the delivery room it was noted that the 
infant’s mandible was prominent and deviated 
to the left. The infant nursed poorly. Roent- 
genograms revealed a left subcondylar fracture. 
There was no callus formation and the midline 
symphysis had not united. 

Using 2 per cent procaine anesthesia a 
nasomandibular wire was placed circumferen- 
tially around the mandible and lateral to its 
symphysis. It was anchored to the maxilla by a 
hole drilled in the nasal spine. This resulted 
in only moderately good lateral stability. A 
sponge rubber padded plaster head cap with an 
extension around the chin was constructed to 
correct this. In three weeks the wire and the 
head cap were removed and an elastoplast chin 
restraint was applied for one week. All im- 
mobilization devices were removed in one 
month. Follow-up roentgenograms seven weeks 
later revealed no detectable fracture and there 
was normal range of mandibular motion.— 


Gilbert S. Small. 














CURRENT LITERATURE 


@ A Comparison oF THE Moutnu-To-MoutTH 
AND Mourtn-to-Arrway MeEtTuHops oF ARTIFI- 
CIAL RESPIRATION WITH THE CHEST-PRESSURE 
Arm-Lirt Metuops. Peter Safar, M.D., 
Lourdes A. Escarraga, M.D., and James O. 
Elam, M.D. New England J. Med. 258:671 
April 1958. 


Twenty-seven experiments were conducted on 
anesthetized and curarized apneic adults, with 
their natural airways only and then with an 
artificial oropharyngeal airway. An evaluation 
was made of currently advocated manual 
methods of artificial respiration. 

Without an endotracheal tube and using 
the chest pressure and arm lift, or the back 
pressure arm lift methods, it is impossible to 
move adequate tidal air. These methods are 
ineffective because of inability to maintain a 
patent upper airway. 

Tidal volumes greater than 1,500 ml. 
were produced in all subjects by untrained 
operators with the mouth-to-mouth and mouth- 
to-airway methods. These methods consist 
mainly of elevating the mandible while blow- 
ing into the patient's lungs through the open 
mouth or an oral airway. 

Controlled observations indicate that the 
back pressure arm lift and the chest pressure 
arm lift methods of artificial respiration should 
be discontinued. The technic of mouth-to- 
mouth or mouth-to-airway resuscitation is advo- 
cated. In these methods the operator’s arms are 
free to extend the subject’s head and support 
the mandible and thus maintain a patent air- 
way at all times.—Jrwin A. Small. 


@ Creruosis AND OTHER PREDISPOSING Fac- 
TORS IN CARCINOMA OF THE ToncueE. N. D. 
Trieger, M.D., 1. I. Ship, D.M.D., G. W. Tay- 
lor, M.D., and D. Weisberger, D.M.D., M.D. 
Cancer 2:357 March-April 1958. 


The relationships of a variety of supposed 
etiological agents to carcinoma of the tongue 
were studied in all patients with this disease 
seen at Massachusetts General Hospital from 
1946 to 1957. Included were syphilitic glossitis; 
carcinogenic tars and resins, oral. irritations, 
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pernicious anemia, malnutrition, sex hormones 
and “deficiency” syndromes such as the Plum- 
mer-Vinson syndrome. 

The patients were categorized on the basis 
of use of tobacco, alcoholic consumption, sero- 
logic examination and history of chronic oral 
trauma. There was a separate category for 
cirrhosis. A total of 108 patients was studied. 

Of the patients with tongue cancer, 89.8 
per cent were classed as “smokers”; that is, 
they smoked a pack of cigarettes a day (or its 
equivalent). 

Habitual drinkers constituted 75.9 per 
cent of the patients; moderate and occasional 
drinkers were not included. 

Of the group, 44.4 per cent had un- 
equivocal evidence of hepatic cirrhosis. This 
was based on findings of hepatosplenomegaly, 
ascites, jaundice, spider angiomas, esophageal 
varices, and so forth. The diagnosis was con- 
firmed by liver function tests. 

A positive luetic history, positive physical 
findings or positive serology was found in 18.5 
per cent of the patients. 

Seventy per cent of the patients with carci- 
noma of the anterior two thirds of the tongue 
had distinct evidence of long standing oral 
irritation. 

The concepts of multiple causation and 
“cocarcinogenesis” are furthered by the find- 
ings.—Gilbert S. Small. 


@ THe ImportTANce OF THE Uvula IN THE 
SurcGErRY OF CLEFT Patate. K. Hutschenreuter 
and S. Zehm. Chirurg 28:358, 1957. 


Present methods of closure of a cleft palate are 
mainly those of Veaux or Axhausen, and give 
special attention to the restoration of a long, 
movable, functional uvula. In addition to its 
physiologic importance, the uvula has a func- 
tion in speech (both in healthy individuals and 
in those with a cleft palate). A speech test! 
was devised whereby the function of the uvula, 
after surgical treatment of the cleft, was 
evaluated. Postoperative speech exercises are 
necessary in each case.—Vernon J. Sture. 
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@ Parmtary CysTADENOMA LyYMPHOMATO- 
sum. A. P. Chaudhry, D.D.S., and Robert J. 
Gorlin, D.D.S. Am. J. Surg. 95:923 June 
1958. 


Papillary cystadenoma lymphomatosum is a be- 
nign neoplastic disease of the major salivary 
glands. It chiefly affects men between 40 and 
70 years of age. It is characterized clinically by 
a well defined round or ovoid swelling in the 
parotid or periparotid regions. Histologically it 
is composed of epithelial papillary processes 
projecting into dilated cystic spaces. These 
processes are supported by lymphoid stroma 
containing germinal centers. 

The neoplasm was first reported in 1895 
by Hildebrand, who considered it a variant of 
congenital cysts of the neck. It was not until 
1910 that Albrecht and Arzt described a sepa- 
rate entity designated as papillary cystadenoma 
in a lymph node. 

The lesion is benign and treatment is 
adequate surgical excision. The tumor has 
never been identified clearly in salivary glands 
with the exception of the parotid gland— 
Irwin A. Small. 


@ RECONSTRUCTION OF DisHFACE DEFORMITY 
BY Bone Grarts. A. Ragnell, M.D. Am. J. 
Surg. 95:323 Feb. 1958. 


Dishface deformities may be congenital, 
whether hereditary as in persons with cleft lip 
and in mongoloids, or arising from birth trauma; 
or they may be acquired later in life as a result 
of incompletely reduced fractures. The de- 
formity is one of depression of the mid third 
of the face. 

The reconstructive operation is per- 
formed in one stage, with a skin incision 2 
cm. long made in the middle of the columella 
after ‘extensive undermining of the soft parts 
overlying the nasal and maxillary regions. Bone 
chips are then inserted over the anterior sur- 
face of the maxilla, in the pocket between the 
soft parts and the bone; from this base the 
nasal profile is built out with an angulated 
block bone graft, one part of which lies in the 
nasal bridge and the other in the columella. 


The columella portion extends from the site 
of the nasal spine on the maxilla to the anterior 
lower end of the nasal bridge graft, where it fits 
into a small depression that has been drilled 
in the underside. All autografts are taken from 
the ilium.—Irwin A. Small. 


@ SIGNIFICANCE OF CANCER OF THE HEAD 
AND NECK IN THE AGED. John J. Conley, M.D. 
Geriatrics 13:197 April 1958. 


Malignant tumors of the neck are extremely 
rare in infancy. Up to the age of four years, 
the over-all incidence of cancer is 20 per 
hundred thousand. Most of these neoplasms 
develop in the blood or blood-forming organs, 
connective tissue, neural tissue or embryonal 
tissue. In the period approaching puberty, 
there is a definite decline in the incidence of 
malignant neoplasms, the figure falling to 13 
per hundred thousand children. 

After puberty there is a great increase in 
the incidence of cancer. The chances of cancer 
developing in later life are almost 200 times 
greater than in the prepubertal period. The 
incidence of malignant melanomas and malig- 
nant epithelial tumors shows a continued rise 
through the entire life span. The incidence of 
sarcoma shows a dramatic rise after puberty, 
second only to that of carcinoma. 

The older patient should be carefully pre- 
pared for surgery. The results of a careful pre- 
operative study of the patient's physiologic 
status should never be used to deny him his 
only chance for survival. Rather, they should 
be used to detect deficiencies in order to correct 
them to such a degree that he becomes a candi- 
date for therapy. 

Elective tracheostomy is an important 
procedure in radical surgery of the aged be- 
cause the cough reflex is often depressed and 
inefhcient. 

The increase in incidence of cancer after 
puberty continues through old age. The favored 
treatment in all benign and malignant tumors 
of the neck is total and adequate surgical extir- 
pation. Only rarely is it necessary to compromise 
this philosophy in the management of the older 
patient.—Irwin A. Small. 














Announcements 


@ Orat Surcery INTERNSHIP OFFERED AT TENNESSEE 


The University of Tennessee Memorial Research Center and Hospital Department of Dentistry 
announces an internship in straight oral surgery, approved by the Council on Dental Education 
of the American Dental Association. 

Training will consist of all phases of oral surgery, major and minor, physical and oral diagnosis, 
radiology, oral pathology and anesthesiology. Special consideration will be given to problems in 
pedodontics, periodontics, and prosthetics related to oral surgery. The intern will attend the Cleft 
Palate Clinic at the East Tennessee Children’s Hospital as a part of his training. 

The internship begins January 1, 1959, and runs for 12 months. An honorarium of $300 
per month will be paid plus customary maintenance, laundry, board and room on premises. 

Further information may be obtained from: Medical Director, University of Tennessee 
Memorial Research Center and Hospital, Alcoa Highway, Knoxville, Tenn. 


@ Armep Forces InstiruteE Sets CoursEs 1n OrAL PATHOLOGY 


During the period March 23-27, 1959, the Oral Pathology Branch, Armed Forces Institute of Pa- 
thology, will present its annual course on “Pathology of the Oral Regions.” This course is open to 
both government and civilian dentists. 

There is no tuition and applications should be made as soon as possible because of heavy 
registration. Dentists in the federal establishment should apply through appropriate channels and 
civilian dentists to the address listed at the end of this article. 

The annual slide seminar conducted by the Oral Pathology Branch will be held May 22, 1959. 
Approximately 60 persons can be accommodated. A slide set of 25 slides together with a descriptive 
brochure will be given each one attending for his permanent possession. 

This is a seminar on advanced oral pathology and the specific subject will be tumors of the 
maxillary and mandibular bones. Teachers and workers in oral pathology, oral diagnosis and oral 
medicine will be given preference on the registration list. There is no charge. 

Information and registration forms may be obtained from: Col. Joseph L. Bernier, Chief, Oral 
Pathology Branch, Armed Forces Institute of Pathology, Washington 25, D. C. 


@ University oF CALiForntiA OFFERS RESEARCH AND TEACHING TRAINEESHIPS 


The School of Dentistry, University of California in San Francisco, instituted a research-teacher 
training program under the direction of Dr. Hermann Becks, professor of dental medicine, in 1957, 
with the financial support of the U. S. Public Health Service. 

The program provides facilities and instruction in basic research and the principles of biology 
as they pertain to dentistry. Three additional trainees will be added this year to the schedule of 
study. If the trainee is qualified and wishes to do so, he may take work leading to the M.S. or 
Ph.D. degree, or both. The annual stipend ranges from $4,000 to $6,000. This program is not 
limited to dental students or dentists, but is open to graduate and undergraduate students in bio- 
chemistry, physiology, pathology, medical microbiology and anatomy. 

Further information may be obtained by writing to Dr. Hermann Becks, School of Dentistry, 
University of California, San Francisco 22. 
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@ Ora Patuotocy AcADEMy SCHEDULES ANNUAL MEETING 


The annual meeting of the American Academy of Oral Pathology will be held April 17-19, 1959, 
at the University of Minnesota, Minneapolis. The Fellows and Council meeting is scheduled for 
April 17; the annual scientific meeting, April 18, and the seminar, April 19. All queries should be 
directed to the office of the secretary-treasurer: Dr. Robert J. Gorlin, School of Dentistry, University 
of Minnesota, Minneapolis] 4. 

Examinations for elevation to Fellowship in the Academy also will be held on April 17 at the 
University. Applications must be made before January 1. 


@ Cancer RESEARCH FELLOWsHIP ESTABLISHED IN TEXAS 


The William and Lola Heuermann Cancer Research Fellowship has been established in memory of 
William Heuermann of San Patricio County, Texas, who bequeathed a portion of his estate for cancer 
research at the University of Texas M. D. Anderson Hospital and Tumor Institute. 

The fellowship for research in the field of experimental surgery, will be awarded to the applicant 
considered best qualified by a committee appointed by the director of M. D. Anderson Hospital 
and Tumor Institute. The appointee will be required to devote his full time to scientific research. 
A project in experimental surgery will be selected by him and approved by the head of the depart- 
ment of surgery and the hospital director. 

The tenure of the fellowship is for one year and may be extended for one or two additional 
years. The annual stipend will be $7,000 for the first year and $7,500 for the second year. 

Applications should be received by the hospital on or before December 1. They should be 
addressed to: Office of Education, The University of Texas M. D. Anderson Hospital and Tumor 
Institute, Texas Medical Center, Houston 25, Texas. 


@ Course oF GRADUATE STUDY IN PERIODONTICS PRESENTED 


The University of Washington School of Dentistry offers a new course of graduate study in perio- 
dontics. The course is of eighteen months’ duration. Upon the satisfactory completion of a thesis, in 
addition to the acceptable performance of the remainder of the academic program, the course leads 
to the granting of a master of science degree in dentistry. 

The course will be directed toward the training of teachers and research workers in periodontics 
and allied fields. Extensive clinical training will be offered in addition to the projection of a basic 
science background. 

Inquiries should be addressed to: Dr. Saul Schluger, Director, Graduate Dental Education, 
University of Washington, School of Dentistry, Seattle 5. 
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